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PROJECT OVERVIEW

With the advent of the Hedlth Insurance Portability and Accountability Act of 1996 (HIPAA),
opportunities to improve the standardization of mgor hedlth databases have emerged. The
edtablishment of the Public Health Data Standards Consortium (Consortium) grew out of a need for
public health and research to understand and utilize the standards setting process as outlined in
HIPAA®. Thisdocument isthe fina report on one of the projects undertaken by the Consortium,
entitled “HIPAA Inpatient State Encounter Data Practices and Priorities Project.”

The Public Health Data Standar ds Consortium

On November 2-3, 1998, the National Center for Health Statistics (NCHS) of the Centers for
Disease Control and Prevention (CDC), in conjunction with the Agency for Hedlthcare Research and
Quadity (AHRQ) and the Nationad Committee on Vitd and Hedlth Statistics (NCVHS), convened a
workshop on "The Implications of HIPAA's Adminidrative Smplification Provisons for Public
Hedth and Hedlth Services Research.”  Eighty-five leaders in hedth satigtics, research, and
informatics participated in this workshop. One of the workshop' s outcomes was a consensus
recommendation to establish a consortium that would organize the public hedlth and hedth services
research communities around data standards issues. This consortium would serve as a mechanism
for ongoing representation of public hedth and hedth services research interests in HIPAA
implementation and other data standards setting processes.?

The Public Hedth Data Standards Consortium (Consortium) was officidly established and hdd its
firg meeting on January 24-25, 1999, in conjunction with the annua meeting of the Nationa
Association of Hedth Data Organizations (NAHDO). The Consortium adopted a three-fold misson:

1) Improve the hedlth and hedlth care of the population through improved information by
expanding involvement in existing hedlth data standards and content organizations.

2) Fadlitate the use of exiding Sandards and the development of new data standards for public
health and dl aress of hedlth services research.

3) Educate the public hedth and the health services research communities about HIPAA and
other health data standards issues.

During itsfirg year, the Consortium'’ s activities were directed largely to building broad-based
partnerships and addressing HIPAA transaction standardsissues. The National Uniform Billing
Committee and Nationa Uniform Claim Committee both gpproved Consortium representation on
their respective committees. In September 1999, NCHS contracted with NAHDO to assgt in
identifying the priority encounter data € ements that are most urgent to the needs of public heath and

! The Adminigtrative Smplification (AS) provisions of the Health Insurance Portability and Accountability Act
of 1996 (HIPAA) are intended to reduce the costs and administrative burdens of hedth care by making

possible the standardized, electronic transmission of many administrative and financid transactionsthet are
currently carried out manually on paper. See http://aspe.hhs.gov/admnsmp/Index.htm for details.

2 public Hedlth Consortium Fact Sheet, National Center for Health Statistics of the Centers for Disease Control and
Prevention, 1999
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hedlth services research. This report summarizes the activities conducted under this project, the
processes followed, the outcomes achieved, and the recommendations offered.

Objectives of the Project

The HIPAA Inpatient Sate Encounter Data Practice and Priorities study was intended to provide
planning direction to the educationd activities of the Consortium and serve as the bass for the
development of a Consortium work plan. The study’ s purpose was to prioritize the common data
elements most needed for improved hedth information for public hedth and research.

The project was composed of two components. education, and data element prioritization. The
objectives are described below.

Education

Educate Consortium members about the benefits of nationd standards and the nationd
standards setting processes defined by HIPAA.

Educate the industry and national Standards Devel opment Organizations (SDOs) about the
need for uniform data for public hedth and research purposes and the vaue of these datato
the industry and the public.

Promote the use of standardsin public hedth, usng existing Hedth Level 7 (HL 7) or ANSI
X12N standards where applicable and encouraging participation in the standards process’
where current standards do not meet public health needs.

Prioritization
Evduate data eements commonly collected by statesthat are directly related to policy
andyss and public hedth surveillance at the Sate leve, including those dements that sates
sad they would continue to collect even if they were excluded from HIPAA Adminidrative
Smyplification X 12N core standards’.
Establish the foundation for future Consortium standards initiatives.

Significance of the Project

Discharge data systems are becoming an important component of state and nationd hedlth data
gsysems. Over forty states collect inpatient discharge data and a growing number of Sates are

3 HIPAA directs the Secretary of Health and Human Services (HHS) to adopt uniform national standards for the
electronic process of insurance claims and related transactions. These nationa standards are to come from standards
aready developed by the industry unless a different standard would result in grester adminidtretive savings. The
standards process provides many opportunities for public participation and input through the standards devel opment
organizations, NCVHS and HHS hearings, and the federa rulemaking process.

4 National Assodiation of Hedlth Data Organizations (NAHDO) Administrative Simplification Survey of States, 1998.
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collecting outpatient data®, which provide information about the patterns of care, the hedlth burden,
and the codts associated with mgjor morbidity. Despite the limitations, large adminigtrative data sets
are used to assess issues of hedlth care access, cost, and quaity?. The systematic collection of
discharge data offers ardatively uniform and cost-effective source of health services.”

Because discharge data systems are derived from the UB92 or other industry standards, the
challenges and opportunities posed by HIPAA will affect these data systemsimmediately. The
Consortium is concerned with HIPAA’ simpact on statewide encounter data systems and believes
that experiences and lessons learned with discharge data can be transferred to other mgjor hedth data
sets. State and locd public health entities are uncertain about the affect on magjor hedlth data

gystems. Learning how the HIPAA standards process worksis an important first step in reducing the
uncertainty and assuring thet the public hedth information infrastructure is maintained and

improved.

Project Activities, October, 1999-October, 2000

The activities during the first phrase of this project were directed to the education of and outreach to
key public hedth and research condtituencies, while the second phase was concerned with building
consensus within these congtituencies about initid Consortium action. Early on, the Consortium was
ableto link with Medicaid agency saff around the country concerned about HIPAA' s effect on local
codes.

Education and Outreach

A nationd conference cal was held December 7, 1999 to address HIPAA implementation and the
standards process and data standards. The teleconference marked the begnning of the educationd
and outreach process and provided an opportunity to begin gathering information from states about
state-uniquefidds. Many of these participants were from state Medicaid agencies eager to learn
about HIPAA implementation issues. (Unlike public hedth, which islargdy exempt from many
HIPAA Adminigtrative Smplification provisons, Medicaid agencies must comply).

In recognition of the important role of education in the Consortium's goals, a the March 21, 2000,
Steering Committee meeting a standing Education Work Group was established to develop and
implement an educationd srategy for the Consortium.

Consensus building and feedback

NAHDO presented its preliminary findings at ameeting of the Consortium Steering Committee on
March 21, 2000. Severa work groups were established to address the data elements ranked as “ high
priority” by meeting participants. The Work Groups coordinated the development of “the business
casg’ for priority data elements, afirst step for inclusonin national HIPAA Standards and

® Healthcare Cogt and Utilization Prgject (HCUP) 1999 Partners Inventory, Agency for Healthcare Research and Quality
(AHRQ)

6 Elixhauser, A., “The Importance of Administrative Data Sets for Public Hedlth and Research”, 1998.

"For the purposes of this study, discharge data are defined as a collection of demographic, dlinical, and billing data
reported for al patients admitted as an inpatient or outpatient to a hedlth care facility.
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Implementation Guides. In addition to workgroup formation, the Steering Committee meeting
generated the commitment by organizationa members to each name a Principa Member and an
Alternate to the Consortium's Steering Committee; a Planning Group also was established.

Data Sour ces
Three data sources were used for the project:

1) The Hedthcare Cost and Utilization Project’ s 1998 Statewide Encounter Data Availability
Inventory (HCUP Partners Inventory) conducted by the Nationd Association of Hedlth Data
Organizations (NAHDO) and the MEDSTAT Group in 1999 for the Agency for Hedthcare
Research and Qudity (AHRQ).

2) The1998 NAHDO Adminigrative Smplification Committee Survey of State Data Agencies,

conducted by NAHDO saff and the Minnesota Health Data Indtitute.

3) A NAHDO Questionnaire was developed and implemented during this study in order to
gather anecdotal data collection and use for key data eements (Appendix B). Questionnaires
were emailed or faxed to 30 states. These states were found to collect the data elementsin
question (as reported the HCUP inventory and the NAHDO survey (#1 and #2 above).
Fifteen Sates responded, providing insght into the barriers and benefits to collecting key
non-bhilling data dements.

FINDINGS AND OUTCOMES

Data Elements Considered for Prioritization

Based on the results of the NAHDO Survey, the HCUP Inventory, and interviews with selected state
agency representatives, NAHDO identified twenty-three high-priority state-unique data eements
collected by many statewide discharge data systems and grouped these data e ements into domains
or categories (Table 1).

Table1l: HIGH-PRIORITY DISCHARGE DATA STATE UNIQUE DATA ELEMENTS, 1998

Patient Patient Status | Clinical Variables Linkage Financial Other
Demographics | Variables Variables Variables Variables
Raceand Present on Number of E-codes Unique Petient Payer Type Patient Consent
Ethnicity Admission ID on

Indicator Pharmecy Vdues Totd Immunization
County Code Physician ID Provider Record

Do Not Gestational Pad
Marital Status Resuscitate Agenewborn PanID Amount Obsarvation

Days

Petient Living Patient Birth weight/ Mothers
Arrangement Functiond Newborn record Medica Record

Satus Number on
Education Admitting vitals newborn record
Occupation EMSRun

Number/record
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These data e ements were cross-walked to the 837 X 12N Implementation Guide (version 4010).
NAHDO then obtained case study and anecdota information about these priority data eements from
a cross-section of states collecting these dements. These states were asked about the method of data
collection (voluntary or mandated), year firgt collection, reporting compliance, barriers to the
collection of the data element, and how the data dement is used.

Study Findings

All of these 23 data ements were found to be important to state data systems and to public health
and research agpplications, however 20 out of the 23 were targeted for Consortium consideration as
potentia priorities for nationa action and coordination. Three data € ements were excluded from the
recommended Consortium priority action list because of the politica and technica barriers
associated with these dements: unique patient identifier, tota provider paid amount, and admitting
vitd dgns. While recognizing the utility of these data eements to Satewide data systems, NAHDO
as0 acknowledged that the problems associated with the collection and use of these data €lements
are complex and will not likely be solved in the near future.

The prdiminary study findings and recommendations for priority action to the Consortium Steering
Committee at its March 21, 2000 mesting in Washington D.C.:

Finding 1. National standardsexist for some key data elements.

Present on Admission Indicator (promote collection by states)

Birth weight on Newborn Records (promote collection by states)

Race and Ethnicity (development of business case for inclusion into X12N standards and
promote collection by states)

Recommendation: Nationd standards exist for these data e ements and no immediate action by
the Consortium isindicated over the next year. In the future, the Consortium will want to inform
states of the existence of these standards and encourage state adoption of these standards.

Finding 2. State agencies and data userswill support national ssandardsfor priority data
elements, with the proposed priority ranking asfollows:

1. Principa External Cause of Injury Code (business case development for expanding the
number of E-codes)

2. Type of Payer (review of the existing X12N typology for public hedth/research gpplications)

3. Mothers Medical Record Number on Newborn Record (business case devel opment for
inclusion into 837 Core Data Standards)

4. Do Not Resustitate (business case devel opment for inclusion into 837 Core Data Standards)

5. County Code (business case development for inclusion into 837 Core Data Standards)

6. Gedationa Age of Newborn

Recommendation: The Consortium should develop business cases for the collection and use of
these data elements. Severd of these priority dataelements (e.g. E-codes and type of payer) are
commonly collected by state discharge data systems, but methods of their collection and use vary
across states.
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Finding 3: Experience with statewide data collection and useisimportant to the development
of abusiness case for national standards development for the following data elements:

Pharmacy Datal\VVaues

Patient Demographic Data (Marita Status, Education/Income/Occupation Petient’s
Relationship to Subscriber (as proxy measures for patient living arrangement)
Petient Functional Status

EMS Run Number with Emergency Department Encounters

Petient Consent for Immunization Encounters

Observation Days

Recommendation: The Consortium should study the availability and the benefits of collecting
these data dements prior to proceeding with business case devel opment.

Finding 4: Federal regulations are pending and no immediate Consortium activity is
necessary.

Nationa Provider ID
(Hedth) Plan ID

Recommendation: These data dementswill be defined in the pending HIPAA regulations. The
Consortium can play an active role by providing comment and advocating for the needs of public
health and research during the national comment process.

Finding 5: Data e ementswithdrawn from this study.

Unique patient identifier
Provider paid amount
Vita sgnson admisson

Recommendation: No immediate Consortium action is recommended. Due to the political and
technical barriers associated with collecting patient identifier and actua paid amount with discharge
data, anationd solution is not likely in the near future. Stateswill continue to develop loca
solutions for patient identifier and provider paid amount and these solutions will vary across ates.
A dinicd datadement, vitd 9gnson admission, isadinica datadement not readily availablein
hospita case mix or billing sysems  thistime.
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Consortium Steering Committee Recommendations For Next Steps®

At its March 2000 Steering Committee meeting, the Consortium Steering Committee reviewed
NAHDO' s recommendations and identified priorities for collective action over the next year. Using
a consensus process, the Steering Committee grouped the data €l ements under review according to
the recommended relation action.

Priority Data Elements Recommended for National Standar ds Process
Action: Develop business casesto justify inclusion in future national implementation guides

Externd Cause of Injury Coding, Place of Injury field for primary cause of injury
County Code

Race and Ethnicity*

Mother's Medical Record Number**

*gpproved for inclusion in next X 12N 837 Implementation Guide during study period
**gpproved for inclusion into next X 12N 837 Implementation Guide after sudy period

Priority Data Elementswith Unresolved |ssues Needing Further Study
Action: Research and refinement of the business case for national ssandardization

Externd Cause of Injury Coding, Adverse Effect of Medicd Treatment
Source of Payment (i.e. Payer Type or Health Plan)

Source of Admisson

Patient Demographics

Petient Marital Status

Patient Living Arrangement

Current or Most Recent Occupation/Industry

Patient Functiond Status

8 Inal these recommendations, NAHDO assumes that the PHDSC will collaborate and use a consensus processto
forward standards according to the nationa process outlined in HIPAA:

The Department of Hedlth and Human Services (DHHS) has named the Designated Standard Maintenance
Organizations (DSMOs). These organizetions maintain standards for hedlth care transactions adopted by the
Secretary, and receive and process requests for adopting anew standard or modifying an adopted standard. Inthe
case of astandard that has been devel oped, adopted, or modified by a standard setting organization (SSO), the SSO
isto consult with the above-named groups during such development, adoption, or modification. In the case of any
other standard, the Secretary is required to consult with each of the above-named groups before adopting the
standard and must dso comply with the provisions of section 1172(f) of the Act regarding consultation with the
Nationa Committee on Vitd and Hedth Stetidtics

These DSMOsinclude thefollowing:

Accredited Standards Committee X12.

Denta Content Committee of the American Dental Association.
Hedth Levd Seven.

Nationa Council for Prescription Drug Programs.

Nationd Uniform Billing Committee.

Nationd Uniform Claim Committee.
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Priority Data Elementswith Unresolved | ssues Needing Further Study, continued
Readmission Indicator
Do Not Resuscitate (DNR) indicator
Gestationd age on newborn record

Education of State Health Data Agenciesto Promote Adoption in State Practice (837
ingtitutional guide)
Action: Encouragetheincorporation of these data elementsin statewide systems

Mothers Medica Record Number on newborn record
Race and Ethnicity fidds

Present on Admission Indicator

Birthweight of newborn

Consortium Action Deter mined Following Release of Final Federal Regulations
Action: Monitor the federal regulation process and provide comment on behalf of the public
health and research communities

PlanID
Unique Patient Identifier
Medicaid Provider Identifier Number

Priority Data Elementsfor Standardization

The Consortium Steering Committee next ranked the high priority data eements and identified ad

hoc Workgroups to ether develop a business case for nationa standardization of a data eement or to
study the feasihility of nationd standards for others. Thelist of priority data dements and the
associated Workgroup charges were as follows’:

1. E-codes (accommodated by 837) — This Work Group will develop jutification and
recommendations for expanding the collection of Externad Cause-of Injury Codesin the 837.

2. Payer Type (within 837) — This Work Group will develop justification and recommendeations
for modifying and expanding the payer types currently collected in the 837.

3. Mother’'s Medical Record Number (not within the 837) — This Work Group will develop
judtification and recommendations for collecting the Mother’s Medical Record Number in
the 837 for the Newborn to facilitate linkage of mother and newborn encounter records.

4. Readmission or Repeat Admissions (not within the 837) — This Work Group will explore
options and develop justification and recommendations for collecting information in the 837
concerning reedmissions or repest admissons to the hospital.

2 Minutes of meetings of the PHDSC workgroups.
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5. Individud 1D (accommodated by 837) - ThisWork Group will explore options and develop
judtification and recommendations for collecting a unique individua identification number in
the 837.

6. Source of Admission (within the 837) - This Work Group will develop judtification and
recommendations for modifying and expanding the sources of admission currently collected
inthe 837.

7. Provider ID (NP1) (accommodated by the 837) — This Work Group will explore the ability of

the Nationa Provider ID System, proposed by the Department of Health and Human Services

in aNotice of Proposed Rulemaking, to adequately enumerate al providers to meet the needs
of public heath and health services research and will make recommendations.

8. County (accommodated by the 837) — This Work Group will explore the ability of the 837 to
collect county of patient and will develop judtification and recommendations.

9. Patient Functiona Status (condition indicatorsin 837) — This Work Group will explore the
dedirahility and feasibility of collecting functiond statusin the 837. 1t will coordinate with a
amilar exploration being undertaken by the Nationa Committee on Vitd and Hedlth
Statistics Subcommittee on Populations.

Emerging aso from the discusson was a consensus recommendation that the Consortium play arole
in educating the states regarding the need for, and benefit of, national standards and the need to close
many data gaps for adequate and accurate hedth information. There isnow no systematic way to
notify states when anationa standard exists for a state- unique or emerging data dement and the
Consortium may want to consider this activity as a part of abroader educationd strategy.

Education was identified as a critica component of al nationd standards activities and an Education
Group was established to address such topics as education, communication, public relations, HIPAA
implementation, technical assstance, and user-friendly data dictionaries.

PRELIMINARY PROJECT EVALUATION

During itsfirg year, the Consortium has forged partnerships across a broad- based codition of public
hedlth and research interests, engaged its membersin the national standards process, and gained
memberships in key nationa content bodies. By working to solve concrete and defined needsin a
collaborative process, a positive outcome of this study has been to lay the foundation for future,
more chdlenging Consortium standards activities.

Early Successes

Two of the study objectives were achieved early in the course of this project: 1) education of public
health about the standards setting process and 2) utilizing the X 12N process to include race and
ethnicity in the Demographic segment of the X12N Implementation Guide (version 4031) for
Ingtitutiona 837 clams.

10



Prioritization of Data Needs for State Encounter NAHDO
Data Sets For Public Health and Research Application

The December 7, 1999 national HIPAA teleconference was an overwhelming success with
more than 100 participants, many of whom continue to participate in follow-up discussons
on the NAHDO Adminigraive Smplification Listserv.

Race and ethnicity were the first data e ements to be tested through the Consortium process
and it demongtrated the power of combining a strong business case with communication

between Consortium members. On March 11, 2000, Dr. Bill Braithwaite (DHHS) successtully
made the case to the X 12N Task Group 2 and Workgroup 2 for the inclusion of the expanded
codes for Race and Ethnicity in the X12N Implementation Guide. Key to the business case, was
the fact that 27 States currently collect race/ethnicity with their discharge data. A smilar success
was realized when Mother’s Medical Record Number on the Newborn Record was successfully
forwarded through the X 12N Workgroup process.

L essons L ear ned

States will need education and technical assistance to make the transition to ANSI X12N
standards and will benefit from adopting these uniform and expanded standards

The Public Hedlth Consortium is an effective mechaniam for coordinating and facilitating the
nationd standards setting process

Future standards studies should assess data needs for performance measurement and policy
Limitations

The scope of this study was limited to statewide encounter data systems, recognizing that the data
needs for public hedlth and research go well beyond adminigirative data sets. Data elements
evauated in this sudy were limited to those data e ements most commonly collected in state
discharge data systems. Many important data needs were not addressed, such as clinica data
dements used in performance measurement. For example, the Hedthplan Employer Dataand
Information Set (HEDIS) defines performance measures that are derived from both adminigtrative
and dlinica data systems. Adding key dementsto X12N data sSandards may significantly lower the
cost to report HEDIS by diminating or reducing the need for abstracting informetion from the
medical record (e.g. Beta Blocker with Acute Myocardid Infarction encounters).

11
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RECOMMENDATIONS AND NEXT STEPS

This section describes the recommendations, current implementation status, and suggested next steps
for each data element, grouped according to recommended PHDSC action as explained in the
proceeding section. Additiondly, Appendix A, shows for each data element, the number of states
collecting it, an indicator of whether it's an NCVHS core data dement, and the existing nationd
definitions.

Priority Data Elements National Standar ds Process

Data Element
External Cause of Injury Coding Standards:
Cause of Injury (Part 1 of E-code recommendation)

Recommendation

NAHDO recommends expanding the required primary diagnosisfiddsin the X12N HI Diagnoss
segment to accommodate an additiona diagnosisfidd, “Place of Injury.” Additionaly, NAHDO
recommends ng the feasibility of and process for future expansion to accommodate an
additiona E-codefidd, “Adverse Effect of Medicd Care.” Immediate consideration is
recommended for Place of Injury code as additiond field.

Diagnosis coding is as follows in the current X12N Implementation Guide:
Principa Diagnos's segment:
HI 01, required: principd diagnoss
HI 02, required: admitting diagnosis
HI 03, situationd: principa External Cause of Injury code
Proposed: Expand required coding to accommodate two additiond primary diagnosisfidds:

1. HI 04, Place of Injury, situationd: if 03 is used then 04 must have the Place of Injury E-codes
(ICD-9 code set) -- for immediate implementation.

Deferred: Further expansion of E-code reporting to accommodate a third E-code field, “ Adverse
Effect of Medicd Care’:

2. HI 05, Adverse Effect of Medicd Care, Stuaiond: if a state/jurisdiction requires such
reporting for codes E 870-E879 or E 930-E949.9 -- for discussion and future implementation.

Deferred: Expangion of HI segments to accommodate additional E-codes beyond principal and
adverse effect E-codes.

NAHDO forwards this proposal for systematic data collection in statewide hospital discharge data
reporting to the Public Health Consortium for discussion and consideration.
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Current Practice

Collection of E-Code Data

|CD-9-CM *° defines the External Cause of Injury asthe ICD-9-CM code for the external cause of
an injury, poisoning, or adverse effect and defines the priorities:

1. Princpd diagnoss of an injury or poisoning

2. Other diagnogis of an injury, poisoning, or adverse effect directly related to the
principd diagnosis

3. Other diagnosis with an external cause

In October 1997, the Injury Control and Emergency Health Services Section of the American
Public Health Association (APHA) conducted a survey of dl 50 gtates, the Didrict of Columbia
(DC), and Puerto Rico to assess the availability of externd cause-of-injury datain statewide hospita
discharge data systems (HDDS), hospital emergency department data systems (HEDDS), and other
ambulatory care data systems. The report on the findings of the andysis, "How States are Collecting
and Using Cause of Injury Datat," includes recommendations for improving the quality and
avallability of gatewide injury-related data for injury-prevention activities.

The APHA survey findingsindicated that 36 states and DC routingly collect externd cause-
of-injury datain their HDDS. Of these, 23 have laws or mandates requiring externa cause-of-injury
coding. Eleven states have devel oped the capacity to provide externa cause-of-injury dataon
injury-related vistsin their satewide HEDDS, nine of which have laws or mandates requiring
externd cause-of-injury coding.

The technica specifications for the capture of externa cause of injury coding in statewide
discharge data systems vary across sates. Thirty-eight out of 42 states responding to the Hedlthcare
Cost and Utilization Project (HCUP)'? 1998 Data Inventory reported that they collect Externa Cause
of Injury Codes as a part of their inpatient data systems, but that the number of E-codes collected
ranged from oneto “al” E-codes'®. The capture of secondary E-codes may be a function of the
number of tota diagnosis codes collected by that state (which ranges from 9 to 24 total diagnosis
codes). Out of twenty-two HCUP partner states, twelve reported at least one in every ten-discharge
record with one or more E-Codes.

The Nationa Committee on Vitd and Hedth Statistics (NCVHS) recommends the inclusion
of the principal External Cause of Injury code in the Uniform Hospital Discharge Data Set; the
Uniform Ambulatory Care Data Set and asincluded in the HCFA UB-92,

10 U.S. Department of Health and Human Services. (1998). St. Anthony’ sICD9-CM Code Book. Reston, Virginia .
Anthony’ s Publishing.

1 Annest I, Conn IM, McLoughlin E, Fingerhut LA, Pickett D, Gallagher S. How states are collecting and using cause
of injury data. San Francisco, California: Trauma Foundation at San Francisco Genera Hospital, 1998.

12 Agency for Healthcare Research and Quality. (March 2000) Healthcare Cost and Uttilization Project. Seedso:
http/Awww.ahrg.gov/datalhcup.

13 National Association of Health Data Organizations. Inventory of States. 1998.
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Qudity of E-Code Data as Currently Collected

In the 1997 APHA survey, twenty-three of the 36 states that were routindly collecting some
level of E-Codes had conducted an evaluation of the E-Codes for completeness and accuracy in their
gatewide HDDS. Cdiforniaand New Y ork have ongoing eva uations for completeness of E coding.
Eighteen of the twenty-three states that conducted an evauation indicated over 70% of their injury-
related discharge records were E-coded. States with mandated E coding were more likely to have a
higher percentage of E-coded injury discharges than states without mandated E coding.

Seven gtates and the Digtrict of Columbia had plans to conduct or were conducting an
evauation of the E-Codes. Missouri and New Hampshire were among those that submitted reports
of their results. Evauations conducted in both states indicated that 95% or more of the injury-
related ED records were E-coded.

Nebraska s Department of Hedlth and Human Services System is among the Sate data
agencies that use hospital discharge data as source of E-code data. Beginning in January 1, 1995,
hospitalsin Nebraska are required to submit to the Nebraska Hedth and Human Services System’s
Department of Regulation and Licensure (HHSS-R& L) information regarding the externd cause of
injury, poisoning, or adverse effect (E-code) for every patient for whom such a code would be
gopropriate. To facilitate the implementation of this law, HHSS-R& L chose to use the Hospita
Discharge Data of the Nebraska Association of Hospitals and Hedlth Systems (NAHHS) as the
source of reporting, thus eiminating the need for hospitals to submit a separate reporting form.

In 1998, HHSS-R& L reported 70.6% compliance by hospitals to the E-code reporting
requirement. Compliance was 80.1% for records where injury was the primary diagnosis and 55.4%
for records where injury was a secondary diagnosis. Compliance among the 91 hospitals reporting
inpatient injury records ranged from 14% (one hospitd) to 100% (five hospitas). A totd of 49
(54%) hospitals achieved a compliance leve of 70% or more. Overal, hospitals with 101 to 200
beds had the highest compliance level (82.7%; the lowest compliance level was observed in
hospitals with more than 200 beds (60%).

The highest leve of compliance with E-coding (100%) occurred with “superficia injuries’
and “crushing injuries’. Thelowest level of compliance (45%) occurred with “complications of
surgica and medicd care not dsewhere classified”.

An unpublished andysis by one Sate data organization of their discharge data demongtrates
the opportunities and chdlenges in usng E-codes. In this state’' s 1997 Emergency Department
adminigtrative database, the frequency with which the first listed E-code was the Place-of-Injury
codeis presented:

15



Prioritization of Data Needs for State Encounter
Data Sets For Public Health and Research Application

NAHDO

Table2: Counts Of Emergency Department Admissions For All Injuries (1997)

PRINCIPAL E-CODE Frequency Per cent
E849 28 11
Home 318 125
Farm 4 2
Mine and quarry 6 2
Indugtria place and premises 1611 63.5
Place for recreation and sport 89 35
Stregt and Highway 85 3
Public Building 32 13
Residential Indtitution 2 9
Other Places 54 21
Unspecified Place 297 117

This means that E-codes noting the cause of injury were not a primary E-code. To overcome the
chdlengesin andyzing E-coded data for injury, this state reports that, for ICD-9 injury codes (800-
999), if the E-code field does not contain a Cause-of-1njury E-code, they then use thefirgt listed E
code found in the diagnosisfidds.

Use of E-Code Data

Despite the variance in data capture and the technica chdlengesin their use, states are using the &
code to measure the burden of injury and target interventions. In the 1997 APHA survey eighteen of
the 36 states that routinely collect E-Codes aso published reports of the E-coded data; six published
annual reports, and another 12 states published reports periodicaly. The data were used most often
for monitoring trends, assessing injury-related hedlth care costs, and program planning. Many of the
states also use E-coded data for setting priorities, evauating programs, and making policy decisons.
Of the 36 dtates that routinely collected E-Code data, only six reported using them to assess qudity
of care. Cdifornia s uses of E-Code range from providing statistical information to the public to
influencing legidation and policy, to developing programs#1>:16:17:18.19

14 Epidemiology and Prevention for Injury Control, California Department of Hedlth Services Cadlifornia’'s. Motorcycle
Helmet L aw (Has Saved Lives and Tax Dollars Since 19921)

15 State and Territoria Injury Prevention Directors' Association. (September, 1999) Consensus Recommendations for
[njury Surveillance in State Health Departments (Planning Comprehensive Injury Surveillancein State Hedlth
Departments Working Group Report). Marietta, GA.

Bgtate and Territoria Injury Prevention Directors Association. (September, 1999) Consensus Recommendations for
Injury Surveillance in State Hedlth Departments (Planning Comprehensive Injury Surveillancein State Hedlth
Departments Working Group Report). Marietta, GA.

7 Ellis, A.A. and Trent, R.B. (January/February 1997). “Swimming Pool Drownings and Neer Drownings Among
CdiforniaPreschoolers. Public Hedth Reports. Sacramento, CA.

18 Kim, AllegraN. and Roger B. Trent. (1998) “Firearm-Related Injury Surveillancein California’. Am J Prev Med
1998:15(39).

19 Cdlifornia Department of Health Services, EPIC.  (October 1997) Injury Tables, California, 1996: Desths and
Nonfatal Hospitdizations.
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While many data organizations have examined their hospital discharge data for occurrence of

adverse events in their respective satesin reaction to the IOM report, few have made their findings
published. In 2000, the Florida Agency for Health Care Administration released a report on adverse
drug effect hospitdizations reported by FHorida hospitals from 1992 to 1998. The full range of ICD-
9 CM codes for frequent types of adverse drug effects reported in the study were from E9300 to
E9499 encompassing the section “Drugs, Medicind, and Biological Substances Causing Adverse
Effectsin Thergpeutic Use,” of the ICD9-CM.?° They found that the number of hospitaizations
reported was about half that caculate from the national estimates reported in a previous study, and
fewer deaths were reported. The study did not find a marked increase in adverse drug effects from
1992 to 1998.

Asa CoreData Element: Prosand Cons

Judtification for sandardizing the collection of E-codes;

Externd cause of injury coding provides aframework for sysematically collecting
popul ation-based information on occurrence, outcomes, and costs of medica trestment. Primary E
code, linked to occurrence code, isimportant for injury survelllance, domestic violence, workplace
injury, and other prevention and public hedth programs.

Injuries and poisonings account for a significant number of inpatient and Emergency
Department encounters each year. Injury isone of the leading causes of death and disability in the
U.S. Work-related injuries and illnesses place an enormous burden on U.S. workers and the
economy, costing $121 billion in medica care, lost productivity, and wages (NCHS, 1997). The
U.S. Surgeon Generd, recognizing suicide as amgor hedth problem, has recommended a
comprehengve national Strategy to prevent suicides. Among the priorities of the Hedlthy People
2010 Objectives™ is reduction of the ratesin preventable injuries caused by motor vehicle accidents,
fdls firearms-related deaths and injuries, and other intentiona and unintentiond injuries.

Understanding the incidence, causes, and patterns of intentional and unintentiond injury is
important to public hedth, prevention of domestic violence, research, employer productivity, and
community planning. Survelllance data systems provide an important source of community and
nationd utilization, cogt, and outcomes data.

A coordinated effort among states is needed to develop standard methods for collecting,
coding, andyzing, and presenting injury-related data from statewide data systlems. Timely
dissemination of uniform, population:based injury morbidity data to hospital administrators, public
hedlth professonds, and policy makers will enhance their ussfulness for injury-prevention efforts.

Two E-codes are not enou%h for some situations including expanded 1CD-10 E-code standards
which requires 3 E-codes. %2

20 Forida Agency for Hedlth Care Administration, Florida
21 Department of Hedlth and Human Services. Healthy People 2010.
22 Email correspondence; workgroup discussions.
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Recommended Steps Toward Implementation

The Public Hedlth Data Standards Consortium will continue to address this issue and discuss
drategies for implementation of the recommendetions outlined in this report. NAHDO recommends
different tracks of implementation for the two data dements. Immediate consderation is
recommended for Place of Injury code as additiond field. The next step istherefore to initiate
request to X 12N.

Additiond study is recommended to consider the optima number of E-codes that should be captured
in the HI segment of the 837 inditutiond cdlam. These E-codes are currently listed in the diagnosis
fields, but there is no standard Structure for ordering and reporting these additional E-code fields.
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Data Element
Payer Type

The Public Hedlth Data Standards Consortium Payer Type Workgroup proposes a“ Source of
Payment” Typology for classfying the patient's primary and secondary insurance coverage for
ingtitutional encounters. The typology proposed by the Payer Type Workgroup is shown in Table 1
with notes on how the proposed scheme compares with the current X12N code list.

Modeed loosdly after the ICD typology for classifying medical conditions, the proposed
typology identifies broad payer categories with related sub-categories that are more specific for fird,
second, and third payers. Providing different levels of detail in the proposed schemeis intended to
dlow flexibility and expandahility, giving states the option to add more specific codes for loca use
as needed but roll these up into an aggregate broader category for comparative analyses across
payers and locations.

Table 3: Source Of Payment Typology Proposed By PHDSC/Payer Workgroup

Proposed Codes/Payer Categories X12 EQUIVALENT
1. Worker's Compensation WC
2. Auto insurance AM, LI?
3. Medicare
3.1 Medicare (managed care) 16
3.2 Medicare (non-managed care) MB
4. Medicad MC (8
4.1 Medicad (managed care)

4.1.1 Type of managed care plan (codes to be developed)

4.2 Medicaid (non- managed care plan)

4.3 Medicaid/SCHIP

5. Private Hedth Insurance—Indemnity 15,CI?
5.1 BC Indemnity (e.g. high optior/low option) BL (b)
52 BCERISA ASO plan BL
5.3 Commercid Indemnity Cl,LI?

54 Sdf-insured (ERISA) ASO plan

55 Medicare supplementa policy (as second payer)

6. Private Hedlth Insurance—Managed Care

6.1 BC managed cae—HMO BL, 12
6.3 BC managed care—POS BL, 13
6.4 Commercdid maneged cae—HMO cl

6.5 Commerdd maneged care—PPO Cl, 12
6.6 Commercid managed care-POS Cl, 13
6.7 Exclusve provider organizetion 14

6.8 Other private managed care (not otherwise specified) CI?

7. Government
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Proposed Codes/Payer Categories

X12 EQUIVALENT

7.1CHAMPUS CH
7.1.1. CHAMPUS—indemnity CH
712 CHAMPUS—managed cae CH, 12,13
72VA VA
721 V A—regula VA
722 VA—managed care VA, 12, 13
7.3 Other Military OF
7.4 Indian Hedth Service
74.1 Indian Hedth Service—regular OF
74.2 Indian Hedth Service—contract OF
74.3 Indian Hedth Service—managed care OF, 12,13
7.5 HRSA program OF
751 TitleV (MCH Block Grant) TV
Cont ...
7.5.2 Migrant hedlth program
7.5.3 Ryan White Act
754
7.6 SCHIP, not Medicad OF
7.7 State, not otherwise specified
7.8 Locd, not otherwise specified
8. Departments of Corrections
8.1 Corrections Federd OF
8.2 Corrections State 11
8.3 Corrections Locd 1
9. No payment from an organization/agency/program listed
9.1 Sdf-pay 9
9.2 No charge
9.2.1 Charity
9.2.2 Professond courtesy???
9.2.3 Research/Clinicd Trid???
10. Miscdlaneous/Other
10.1 Foreign Nationd 11
10.2 Other (non-government) 11
10.3 Disahility insurance DS(c)

104 Longterm careinsurance

105 Missing

11. Invaid

12. Missng
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Workgroup Payer Codes/Categories Matrix Notes:

€) No X12 differentiation of Medicaid managed and non-managed care.

(b) No X12 differentiation among different types of BC/BS plans.

(© Not sure where disability or long-term care insurance would go.

(d) X12 Codes not classified: Centrd certification (10); Mutudly defined (ZZ); Liability (L1)

States would be encouraged to incorporate the Typology into current collection and coding
practices and continue to collect Payer Source (payer organization name and/or number).

Current Practice

The Workgroup recognizes that:
Most discharge and adminigtrative data systems currently capture Payer Source in atext
field, which is often the payer organization name.
A dngle Payer Source fidd isinsufficient for andyss of outcomes and utilization
according to payment or reimbursement factors.
Most sate hedlth data agencies currently add the Payer Typefield to their discharge data
systems, but the methods of coding and dassifying thisfidd vary, thus diminishing the
ability to make multi- sate and national comparisons.
The current X 12N payer categories are insufficient for public health and research
purposes.
Thefind regulations for anationa Payer Identifier are expected during 2001 and it is not
known whether the type of insurance product (Payer Type) will be a component.

Given the importance of the Payer Type fidd and the uncertainty surrounding the pending
Payer Identifier find rules, the Workgroup recommends a staged approach to standardizing how
gtates code and collect payer information in their discharge data systems:

Sage 1: The Payer Type Workgroup proposes a typology for classifying Payer Source

fields, the “ Possible Source of Payment Typology” (Table 1) for coding and grouping payers

of health care services. Thistypology will be distributed to state health data organizations

for incorporation into their data collection and use practices.

Stage 2. Once the Payer Identifier final rules are released, the Public Health Data
Standards Consortium will determine whether to proceed with forwarding the Payment
Typology through national Standards Devel opment processes.

Statewide Dischar ge Data Systems

All states with discharge data systems collect one or more fieds for the insurer or payer of services.
At least 25 dates collect the Source of Payment field for the first payer and many of these states
collect a second, and third payer®®. A fewer number of states collect a second field (Payer Type) but
vary in how the second field is captured:

a) Coded by the agency from the Source of Payment field;

23 National Association of Health Data Organizations (NAHDO), Inventory of States, 1998.
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b) Coded by the hospital from a unique state Payer Typelis.
Two examples of states collecting and using payer type categories are Massachusetts and Cdifornia.

The Massachusetts Divison of Hedlth Care Finance and Policy (DHCFP) case mix data base
required hospitals to code and report afield called “ Payer Type” which is composed of genera
categories (e.g. HMO, Commercia) for many years. In 1994, a second field, the “Payer Source”
field was added to the reporting requirements which expanded the previous payer data, adding more
than 150 new and extensive payer sourcE-Codes. This additiond field permits hospitals to report the
exact plan of aparticular carrier, displaying the patient’s exact plan such as Falon Community
Hedth Plan and Medicare HMO Fallon Senior Plan. The combination of these fields permits the
user to perform amore detailed level of payer andyss.

M assachusetts conducted a detailed validation study to determine the quaity of the Payer
Source and Payer Type datain its case mix data system. In May 1998, areport summarizing the
DHCFP Case Mix Payer Validation Project, in which the DHCFP, in partnership with providers and
four mgjor payers, conducted a basdline vaidation of case mix payer data. Detailed analysis of nor+
matches between the Payer Type and Payer Source fields indicated that the combination of these two
fieldsyidds vdid and reliable information for policy and market purposes. In fact, this study
documented that few records could not be associated with the specific payer and the mgjority of case
mix data reported the payer’s precise plan (citation).

Beginning January 1, 1999, the Cdifornia Office of Statewide Health Planning and
Development (OSHPD) expanded Expected Source of Payment reporting to three fields?*: Payer
Category, Type of Coverage, and Name of Plan.  The coding and categories are as follows:

1) Payer Category
01 Medicare 06 Other Government
02 Medi-Cd 07 Other Indigent
03 Private Coverage 08 Sdf Pay
04 Workers Compensation 09 Other Payer

05 County Indigent Program

2) Type of Coverage
Managed Care, Knox-Keene, MCOHS
Managed Care—Other
Traditiond Coverage

3) Name of Plan
1110-9999 Plan Code Name (e.g. MedPartners Provider Network =0345)

24 Office of Statewide Health Planning and Development, California Patient Discharge Data Reporting Manual, Third
Edition.
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X12N Categories

The Payer Workgroup reviewed current X 12N 837 categories for coding of payer type. The
Workgroup determined that the X12N categories, though detailed, were not mutualy exclusve and
did not meet the needs of public health and research. The Workgroup is uncertain about how (or if)
these categories are used. In the future, if the Public Health Data Standards Consortium proposes the
Payment Source Typology to the X12N Workgroup, discussons with industry will reved the utility
of the current categories and determine the Strategies for revising these in the implementation guide.

Judtification for Standardizing Payer Type Coding in Discharge Data Systems

The vadue of payer fidds is undisputed and hundreds of examples exist. Adding consistency
to how the payer information is coded provides for more exacting and detailed analyses—important
in adynamic hedth care environment in which accountability, purchasing, and performance
Cconcerns are growing.

A gtandard payer typology provides aframework for grouping and comparing patterns of
utilization and outcomes by reimbursement mechanism. Public health uses these Satistics for
planning and assessment of hedth care resources, especidly in traditionaly under-served aress.

Andyses of hedth care utilization by payer add market and policy vaue to Satewide
discharge data. Public hedlth researchers, program planners, and policy makers recognize insurance
gtatus as an important source of variation in disease prevaence, hedth care utilization rates and
outcomes, and consequently of hedth status. Payer variation in measures of access to qudity hedth
carewill continue to be an important area of inquiry. The past decade has seen the proliferation of
hedlth plan report card activities both localy and nationdly. Due largely to sandardization of
performance measures, report card projects have successfully been implemented in many states.

However, current performance measurement efforts remain a the aggregete level and
therefore do not alow detailed andysis by enrollee or patient characterigtic.
Payer variaion in disease incidence and hedlth care utilization rates may suggest differentid access
to care. For example, hospitalization for ambulatory sengtive conditions, or illness conditions which
would have been avoided if adequate primary care were provided, is consdered as a proxy measure
of accessto primary care. Examining payer variation for various subgroups of the popuation adds
an important dimengion to such an andyss. Such aleve of detailed andyssin could be achieved
only by using encounter level datathat dlow payer-leve andyss.

Some sates have successfully used and disseminated information on payer variation in heglth
care utilization. Some examplesinclude a managed care report card based on payer data by the
Pennsylvania Health Care Cost Containment Council®® and Utah's report on Cesarean Sectior?.
These studies are based on locd definitions of payer categories.

25 Pennsylvania Health Care Cost Containment Coundil, “Health Plans - Measuring the Quaity of Pennsylvanias HMO's
- A Managed Care Performance Report”, http://mww.phcd.ora/reports’hmo99/default.htm

26 Utah Department of Hedlth, Office of Health Care Statistics, “ Cesarean Section Déliveriesin Utah Hospitals, 1992-
1997”, http://www.heslthdata.state. ut.us.
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Lack of sandardization in payer category definitions compromises multi-state andyses. The
Healthcare Cost and Utilization Project (HCUP)?’, conducted by the Agency for Hedlthcare
Research and Quality (AHRQ), combines inpatient discharge data from 22 states and provides
important information about current practice in coding and capturing payer fields. HCUP data
contain aminimum number of Payer Type categories, losing much detall for public hedlth and
research purposes. Anayses of variation in utilization indicators by payer usng combined data from
several HCUP dtates are limited to very broad categories because expected payer is the least standard
data €elements across state and hospital association databases.

In addition to limiting multi- tate comparative andyses, lack of nationd standardsin payer
categories limits sates ability to impose an acceptable leve of compliance to minimum qudity
assurance and qudity improvement requirements. Without stlandards serving as guidelines, most
agencies collecting payer data provide lose guiddines to hospitals, which in turn base their coding
on what makes the best business sense to them. Some states have reported inability to make
effective use of their payer data due to questionable quality and comparability, and unacceptable
completeness. For example, in the HCUP Quality Indicators On-line systent®, the payer type
category “other or unknown” had the greatest proportion of Laminectomy cases among 18- 34 year-
old patients.

States that have used both recommended fields (Payer Type and Payer Source) together have
documented rdiability and vaidity in identifying reimbursement method.
The experiences of these ates provide positive indications of the potentias of these fields for public
hedlth research.

Recommended Steps Toward Implementation
Because of the uncertainty surrounding the Payer |dentifier, the Workgroup recommends
ratification of atypology after public health and research community consensus.  Education of states
as to the consensus categories proposed in the Typology, and use of these categories by researchers
and in state publications are important next steps.
The suggested next steps are as follows:
1. Digtribute the proposed typology to the PHDSC and to other interested individuas and
agencies, particularly state data agencies, hospital associations collecting payer data, and
relevant research organizations.

2. Allow 30 daysfor review and comments.

3. Compile and process comments, including in-person solicitation of feedback at NAHDO's
annua meeting in December.

27 pAgency for Hedlthcare Research and Quality. (March 2000) Heslthcare Cost and Utilization Project. Seedso:
http:/Aww.ahrg.gov/datalhcup.

28 National Association of Health Data Organizations. HCUP Qudlity Indicators Online,
www.nahdo.org/ahcpr/main.index.htm
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4. Revisetypology and present to PHDSC Payer workgroup for further discussion and
CoNsensus.

5. Following the release of the fina Payer Identifier regulations, assess the need for initiation of
the request to the 837 X 12N workgroup.
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Data Element
County Code

Recommendation

NAHDO recommends a nationa standard for collecting county code with discharge data.
The current 837 Standard supports the collection of county code:

N4 segment
DE 309 Location Qudlifier
DE 310 Location Identifier

These 2 data eements support the reporting of loca county codes (code vaue CO) aswell as
the Federal Information Processing Standards (FIPS codes)?® (code value FI) aong with the
associated county code value or text states currently collect. It is recommended that these be
included in X 12N Implementation Guide.

For disclosure of county-levd information, it is recommended that the Consortium monitor
the activitiesin the collaborative project between NAHDO and NAPHSIS to establish consensus and
anaiond framework for the release of public hedth gatigtics.

Current Practice

In 1998, thirteen out of thirty three states with discharge data systems reported collecting or
assigning county codes for each record. Rates of utilization and associated outcomes are typically
reported by county, for use primarily by local hedlth departments for surveillance and resource
andysis, hospitas for market share analys's, and for other purposes.

One example of anadlyss of geographic variaions in hospital use among small areas was
performed in Maryland using patient discharge records from acute care hospitals for 1985- 1987 and
small area population estimates by age, gender, race, and income3° The study found excess
geographic variability anong Maryland's 115 aress. The hypothesis of uniform rates was rejected for
most DRGs. The researchers observed that hospita use was related to demography, morbidity,
medical resources, access, salection for care, and physician practice patterns. Heterogeneity of these
factors ensures that uniform delivery of hedth care rardly holds. They found little evidence that
incidence of surgica diseaseisthe main source of variation in use of discretionary surgery, and that
access plays an important role. They concluded that geographic analysis could identify variation and
relate incidence to socioeconomic and specific local effects.

29 (Federal Information Processing Standards (FIPS) FIPS codes: Standardiized systems of numeric and/or al phabetic
coding issued by the Nationd Ingtitute of Standards and Technology (NIST), for use by the Federa Government and
others. Severa series of FIPSidentify standard geographic codes for States, counties, metropolitan areas, congressiond
digtricts, foreign geographic entities, and named populated and related loca and nationa entities).

%0 Gittelsohn, A and Powe, N.R. Small AreaVaiationsin Hospitalization in Maryland. AHSR Vol. 30 Iss. 2P 295.
June 1995.
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Judtification for Collection of County Code

Geographic coding is an important component of discharge data gpplications, providing informetion
for community assessment, market sudies, and smd| area variaion andyses. Significant
geographic variation in incidence of certain diseases or hospitaization for ambulatory sensitive
conditions, for example, may sgnd differentid access to preventive or primary care.

The avallability of geographic codes in hedth care databases dlows researchers to conduct smal
areaandyss (SAA). Through SAA researchers can use large administrative databases to obtain
popul ation-based measures of utilization and resource dlocation. SAA isuseful for sudying the
effects of differing practice styles on hedth care utilization rates. When rates of utilization among
neighboring communities are compared, variation NOT related to demand (and/or errorsin the data)
could be explained by the way physi cians make diagnoses or recommend treatments.

Overd| rates of hospitdization or surgery for a population can be attributed to four factors. (1) rates
of illness, (2) patients' likelihood of seeking treatment, (3) likelihood of correct diagnosis, and (4)
effectiveness of treetment. By datiticaly adjugting for variationsin factors 1, 2 and 3, SAA can
reved the effects of different clinicad decison making (factor 4) on hospitd utilization.

Additiondly, SAA could be used to examine variationsin the probabilities of having an operation as
well asvariationsin per capita expenditures and resource alocations anong communities.

Recommended Steps Toward I mplementation

The Public Hedlth Data Standards Consortium will evaluate the feasibility of proceeding to
implement the steps necessary to promote this request to the X12N Workgroup.

27



Prioritization of Data Needs for State Encounter NAHDO
Data Sets For Public Health and Research Application

Data Element
Race and Ethnicity

This document presents a summary of NAHDO' s recommendations for the consideration of
Race and Ethnicity into the 837 X12N Hedth Care Clam Ingtitutional Guide.

These recommendations are based on NAHDO's research and consultation with expertsin
state hedlth data and public hedth research, review of the current state practices regarding race and
ethnicity data, careful consderation of the issues for collection of race and ethnicity data, and
examination of the need for gandards in race and ethnicity data for public hedth surveillance and
research. Such standards will facilitate collaboration by federa, state, and local organizationsin the
collection, analys's, and reporting of population and hedth statistics and consequently strengthen
public hedth surveillance of racia and ethnic populations in the United States.

Recommendation
As presented to the X12N TG2 WG2:

For incluson into the fifth dement in the DM G or the Demographic Segment of the X12N
Implementation Guide 4030 for the Indtitutional 837 claims, two new coding entries were added to
the existing X 12 code source to accommodate expanded racia and ethnic codes (Classification of
Race or Ethnicity) with additionad detail to indicate the method of collection (sdf-report versus
observer identification).

Workgroup Request:
Change DM GO5 usage from “not used” to “stuationd” with the three composite dements as
follows
DMGO05-1: Race/Ethnicity Code, 1109, situationd
DMGO05-2 Qudifier Code, 1270, Stuationd
DMGO5-3 Industry Code, 1271, situational
Make DMG10 usage “ situational. Add a data element note that refers to thE-Code source, the
samE-Code source as REC references
Make DMGL11 usage “ stuationa”, Collection method code.

DMGO5: Condition Statement:
Used when reporting patient race or ethnicity with heglth care clam or encounter data
isrequired by State or Federd law or regulation or when reporting thisdataon a
voluntary bassis permitted by State and Federd law or regulation.

Workgroup Result
The end result after discussion wasto leave the particular usage for DMGO05-1 as “ not used.”

OMB Standards on Race and Ethnicity: Summary

The Office of Management (OMB) promulgated new Race and Ethnicity standards on
October 30, 1997 (now referred to as “ Standards for the Classification of Federal Data on Race and
Ethnicity)”. These new standards, previoudy known as OMB Directive 15, “Race and
Adminigrative Reporting,” alow a person to designate more than one race, and outline principles
for the categorization of race and ethnicity in federd statistics. The purpose of the new Standards, as
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well as of the earlier OMB Directive 15, isto sandardize publication of racia and ethnic dataamong
federa agencies and, as required by legidation in 1976, to increase available information on persons
of Higpanic origin.

The Standards were not developed to define the concept of race or ethnicity. Instead, OMB
and the agencies of the Executive Branch whose data collection the standards regulate (e.g., CDC
and Bureau of the Census) explicitly note the absence of scientific consderationsin the desgnation
of categories of race and ethnicity:

OMB STANDARDS Codes st consists of two tables:

5races.
American Indian or Alaska Native
Asan
Black or African American
Native Hawaiian or Other Pacific Idander
White
Ethnicity:
Hispanic or Latino
Not Higpanic or Latino Race

These classfications should not be interpreted as being scientific or anthropologica in
nature, nor should they be viewed as determinants of digibility for participation in any federd
program. They have been developed in response to needs expressed by both the executive branch
and Congress to provide for the collection and use of compatible exchangeable racia and ethnic data
by Federd agencies.

The OMB Standards present brief rules for classfication of personsinto racid or ethnic
categories, usng four defining festures: @) descent from "the origina specified region, b) a specific
culturd origin, ¢) culturd identification or affiliation, and d) race. For example, "American Indian
having originsin any of the origind peoples of North America, and who maintains cultura
identification through tribd affiliations or community recognition,” while "black” is defined as"a
person having originsin any of the black racid groups of Africa

The vaidity of hedth gatigtics for racid /minority groupsis based on four assumptions: 1)
the categories of race and ethnicity and specific racid and ethnic group designations are consistently
defined and ascertained; 2) the categories and designations are understood by the populations
questioned; 3) survey enumeration, participation, and response rates are high and smilar for dl
populations, and 4) the responses of persons are consstent in different times (10). Evidence
suggests, however, that these assumptions frequently are not met-particularly for the American
Indian, Asan/Pacific Idander, and Hispanic populations (10-12). The culturd diversity and rapid
changes in demographics pose further chdlenges for the survelllance of hedth satusin the United
States.
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Collection of Race and Ethnicity in Discharge Data Systems

State Discharge Data Systems

States with hospitd discharge data systems vary widdly in the collection and use of Race and
Ethnicity data. Approximately 85 percent of the states responding to the 1999 inventory reported
usng aUniform Bill for Hospita's (UB92) format for collecting discharge data. Race and ethnicity
are not included in the UB92 core hilling Sandards, asthisfield is not necessary to pay aclam.
Despite its excluson in the UB92 standards, twenty- seven states (55%) collected data on patient race
and ethnicity asapart of ther inpatient data usng date fidlds. Statesfind that the incluson of race
and ethnicity into their discharge data reporting requirements enhances the utility of the deta they
collect. Thesefidds have the potentid to provide important patient demographic data for analyzing
variance in utilization, access, cogt, and quality measures.

Asvauable asthese fields are to public hedlth and research communities, the present
practice of collecting race and ethnicity, and the sensitivities surrounding the collection of these
variables at the point of care, result in its uneven collection and under-use.

Because there has been no national standard in the core UB92 data set, States vary in their
collection methodologies and definitions of race and ethnicity data. Agencies responsible for
maintaining the discharge data systems may or may not require the submission of race/ethnicity and
design the edit protocols accordingly. States do not use a standard definition for race and ethnicity
(1995 Source Data Vaues, HCUP).

Concernsin the provider and research communities about the accuracy and compl eteness of
these fidds have limited its use in states (e.g. Maine, New Mexico and Utah). Besides variancein
definitions, how the data are collected (self-reported by patient or coded by the admitting clerk based
on obsarvation of patient characterigtics) contribute to the limitations in its andytic utility.

Compliance means that the data suppliers report race/ethnicity data to the state agency
maintaining the discharge data system. States may mandate the reporting of discharge data, but not
require race/ethnicity to be a part of the record or may not edit the field.

States that require the reporting of race/ethnicity as apart of the discharge data submission
show higher rates of compliance than states that collect the data voluntarily or do not require
resubmission of the dataiif it ismissing or invalid (96 percent compliance for mandated reporting
versus 83 percent compliance for voluntary submission of thisfield).

TABLE 4: Complianceratesby collection directive

Mandatory collection of race/ethnicity data Voluntary collection of race/ethnicity data
% % compliance % missing | %
missing compliance
Average 32% 96.8% Average 17.07% 82.9%
Range | Minimum 076% 92.6% Range Minimum 0.00% 234%
Maximum 7.45% 99.9% Maximum 76% 100%
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Data Sources

1998 Data Inventory for HCUP Partners (1999 coll ection)
1997 HCUP statistics

Telephone interviews with states, January 2000

States were contacted about their methodology for collecting this field and severd “best
practice” states were identified: Wisconsin, Cdifornia, New York, and New Jersey. These tates
require the reporting of thisfield for dl patients, require data supplier resubmission for invaid or
missing values, and are most likely to use the data for public hedth and research purposes.

States with low compliance to racelethnicity reporting are likely to not enforce its collection
from providers or obtain the field “incidentaly” (providers include this field without specific
reporting requirements). These states are likely to report that they have never rdeased or used the
data because they did not trust its quaity or completeness.

Nationa Hospital Discharge Survey

Nationdly, a discharge data system is comprised of data from the Nationa Hospital Discharge
Survey (NHDS) conducted by the National Center for Hedlth Statistics. The Nationa Hospital
Discharge Survey provides information annually on the inpatient use of hospitals in the United

States. Data are collected on diagnoses, surgica and non-surgical procedures, and patient
characterigtics from anationa sample of gpproximately 500 non-Federal, short-stay hospitals or
approximately 8% of the universe. The information is abstracted from a sample of medicd records
from each sample hospital for atotal sample of about 270,000 records each year. The record unit in
the database is a hospitd discharge. Medica information is coded according to the Internationd
Classfication of Diseases, 9th Revison, Clinica Modification. Race and ethnicity arlE-Coded in the
NHDS according to Directive 15. Raceis not stated in gpproximately 20% of the records; ethnicity
is not stated in 75% of the records and is not on public use tapes.

ANS|I ASC X12N 837

ANSI ASC X 12N 837 (abbreviated as X12N) is a set of standards for awide range of datarelated to
medica claims and encounters, intended to be transmitted electronicaly. The Federa Hedth

Insurance Portability and Accountability Act (HIPAA) of 1996 requires hospitals and payersto

collect a specific set of core data dements, and DHHS recommended adopting X12N as the standard
for eectronic transactions.  The X 12N includes a sandard definition for race and ethnicity, but the
definition differs from the OMB Standards and many state definitions. Additiondly, race and

ethnicity are designated as*not used” in the X 12N Implementation Guide for the claim/encounter

(837).
Uses of race/ethnicity for public health surveillance

The collection of race and ethnicity information has been an important component of public
hedth surveillance efforts used to identify differencesin hedth status among racid/ethnic
minorities. Sources for surveillance information regarding the hedth satus of the totdl U.S
population and racid /ethnic groups include state agencies and multiple federa agencies such as
CDC, Bureau of the Census, the Nationa Cancer Ingtitute (NCI), the Indian Hedlth Service (IHS),
and the Immigration and Naturaization Service (INS). Categories and types of information collected
include births, deaths, population size and migration, disease and injury morbidity, hedth behavior
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and atitudes and hedlth service utilization. Such information may serve adminigrative,
management, legd, research and evaluation, and archiva purposes.

Although information is collected by separate agencies, published hedth gatiics are
frequently based on data from severa sources. Data combined in three interrelated ways: @) counts
from one source may be used in the estimation of counts in another source (e.g., birth, death, and
immigration records to estimate postcensa populations); b) counts from one source may be used in
evauation of counts in another source (e.g., natality records to evaluate the completeness of census
counts); and ¢) counts from separate sources may be used in the estimation of combined statistics
(e.g., ratesand ratios).

Through its Hedlthy People 2000 Objectives, the U.S. Public Hedlth Services has devel oped
aset of indicators of population health status. Healthy People 2000 and Health People 2010 include
measures of mortality, disease incidence, low birth weight, prenatal care outcomes, childhood
poverty, and air qudity Sandards. Objectives highlight the narrowing of racid disparitiesin hedth
asamgor god of the nation.

Hedlth status differs according to characterigtics such as race, gender, and socioeconomic
status, NCHS 1995) and the differences are substantid. Although, the nation’s mortdlity rate is
down, thereisamixed picture of progress for racia and ethnic population groups. Significant hedth
disparities between these groups and the white population continue to exist . For ingtance, the infant
degth rate among African Americansis sill more than double that of whites. American Indians and
Alaska Natives have an infant degth rate dmost double that of whites. Hispanicsliving in the United
States are dmost twice as likely to die from diabetes than are non-Hispanic whites. On average,
Adan and Pacific Idanders have indicators of being one of the hedlthiest population groupsin the
United States; however, there are sgnificant health disparities within this diverse group.
(http:/mww.hedth.gov/hed thypeople).

Race/Ethnicity Data Collection Concerns
Some of the concerns about collecting these data  ements with discharge data include:

Thisis consdered by some to be a senstive data dement and collecting thisfrom
patients at the point of service raise perceptions of opportunity for discrimination;

Definitions are not dlear, induding the issue of multiple-race classfication;

States collecting these data eements voluntarily or in a different format may haveto
make adjustments to their systems.

States who have had the most extensive experience with collecting race/ethnicity data are the
same ones with demongtrated successin using it. If their dassfication is different from the OMB
gsandard and if they have to change to comply, then there may be aloss of trend data if state-specific
breakouts of race are lost.
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Recommended Steps Toward I mplementation

Although HHS was successful in obtaining X12N Workgroup 2 gpprova for including race and
ethnicity into the next Inditutiond Implementation Guide (version 4030), the retention of this these
fiedsin future Implementation Guides is not guaranteed. NAHDO recommends that the research
and public health community continue to document the value of race and ethnicity data to discharge
data systems and support itsincluson in future Implementation Guides. Additionaly, NAHDO
recommends educationa and technical assistance to state agencies to adopt these race and ethnicity
standards into statewide reporting requirements.
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Data Element
Mother’s Medical Record Number on Newborn Record

(Summary of Proposal to X12N for Revision of X12 Sandard and Institutional 837 Implementation
Guide for Mother's Medical Record Number in Accordance with Sate Business Needs: provided by
Robert Davis, NYDOH).

Recommendation

NAHDO's recommendation to include MMRN in the X12 Standard and Institutiona
Implementation Guide 4030 or higher has been achieved.

NAHDO recommends state implementation and educeation.
Conditional Statement Segment Note 1

This segment is used when necessary to identify the Mother's Medical
Record Number when mandated by state or federd hedth reporting
requirements or when needed for payer processing or reference to the
mother's record. Newborns are identified by avalid newborn ICD9-
CM Principal Diagnosis code.

Data Element Usage REFO1 and REFO2 are required. REFO3 and REF04 are not used.
Statement of Business Case

The proposed change will provide a vehicle to collect Mother's Medica Record Number on a
newborn clam submission consstent with the reporting of other clinical and billing datausng ANS
ASC X12 standards.

Hospital discharge records have become amagjor source for both program and research
activitiesin the area of maternd and child hedlth. The Mother's Medical Record Number collected
for each inpatient newborn discharge facilitates linkage between the mother's and baby's hospita
records. The health of ababy's mother is a documented risk factor in determining current and future
treatment needs for newborns. The datais used to facilitate research and augment the trestment
decision-making process for newborn patients. Providing areliable linkage variable reduces the
human and fisca resources necessary to enable appropriate short and long-term decisons related to
the care and treatment of newbornsin this country. Some State laws require the collection of the
Mother's Medica Record Number in their discharge data systems.

Another use of this data eement would accommodate Medicaid rules. If amother werea
Medicad recipient, then her newborn child would also qudify for Medicaid benefits. The collection
of the Mother's Medica Record number would facilitate the linking of Medicaid digible mothersto
their newborn's records for enrolling these qudified recipients. Current New York State law
requires babies born from Medicad eligible mothers to be issued aMedicad insurance card within
15 days of birth. The mother’s medica record number facilitates the necessary linkage of the
newborn and mother’ s birth records.
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Findly, some payers aso retroactively request the Mother’s Medica Record Number on
newborn clamsto justify payment for services provided.

The assgnment of amother’s medica record number code in the X12 standard anticipates
the multiple potential uses of this data element.

Collection Issues

Differing state statutes related to the collection of the mother and newborn records have a
sgnificant impact on the need for the Mother’s Medica Record Number variable. For instance States
requiring mother and newborn records to be reported as one record effect potential would be less apt
to require the reporting of the Mother’s Medical Record number than states requiring the separation
of mother and newborn records. In states where this variable is required by statute vendors under
current contracts would be obligated to support the necessary systemn changes to comply with
regulatory mandates. State systems collecting this data dement would aso be obligated to protect
the privacy of the mother and the newborn.

Statement of Accommodation by Current ANSI X12 Standards

Onthe ANSI ASC X12 Hedlth Claim Transaction Set (837) the mother's medica record
would aready be included as a REF number with an EA REF Identification Qudifier in the
Subscriber loop when the mother's insurance is used in payment of the newborn clam. When the
mother is not the subscriber for the newborn claim the mother's medica record number would not be
reported on aroutine 837 clam. Currently, no other ANSI transaction would contain this
informetion.

Ingtitutional 837 mplementation Guide 4030 or higher

Add code to Data Element 128 for a Mother's Medica Record Number Quadlifier to be used
in a REF segmert.

Add appropriate language in the Ingtitutiona 837 Implementation Guide to accommodate
gtuationa use of an additional REF segment titled Mother's Medical Record Number in Loop 2300 -
Claim Information. This segment should have one repeat and be Stuationdl, with the data condition
as shown on the attached request document.

Current Practice

Five states are known to collect the Mother’s Medical Record Number on the newborn’s
record (HCUP Inventory, 1999). These states are more likely to routinely link their discharge
databases with vital records data (birth and degth certificates). Out of 33 respondents to the 1998
NAHDO Adminigrative Simplification survey of states, 18 states report that they link discharge data
with other health data bases to track readmission rates and evaluate outcomes of interest. These
states report that data collection can reduce the amount of data collected from providers and promote
data integration with other hedlth agencies.
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Newborn records are less likely to contain a unique identifier (such as socid security number
or name), chalenging the linkage between mgor hedth data sets (discharge data and vita records).
Thislinkage enables the creation of mesasures that provide information about materna and newborn
outcomes of interest in populations &t risk.

Judtification for sandardizing the collection of Mothers Medica Record

Maternd and newborn hedth and hedlth outcomes measurement is growing as an important
date and federa issue. Accountability of federdl and state funding of maternd programsis
increesing. The TitleV Block grant, administered by the Hedlth Services Resource Adminidiration
(HRSA)/Maternd Child Hedlth Bureau (MCHB) is a partnership between the federal government
and states which provided nearly $2.7 billion in fisca year 1997 for services and programs &t the
State and local level in 59 jurisdictions. The MCHB requires sates receiving Title V funding to
report on core and eective performance measures that address specific maternal and child hedth
needs that, when successfully addressed, can lead to a better health outcome within a specific time
frame. These measures are reported nationdly and are a part of the HRSA’s Government
Performance and Results Act (GPRA) reporting. Under GPRA funding decisions are linked with
performance in a government-wide effort to establish measurable performance gods that can be
reported as part of the budgetary process.

The integration of mgjor hedth data bases and the ability to more effectively monitor hedth
and hedth outcomes of populations-at-risk isa critica state issue, but dso isapayer and provider
issue in an era of growing accountability and privetization of hedth care ddivery. Measuring and
monitoring the health of a plan’s population requires plans to adopt many of the epidemiologica
tools and processesin practice in public hedth. The Hedth Plan Employer Data and Information Set
(HEDIS) is one example in which systematic and targeted integration of private/public and
provider/vita records data may replace labor-intensive abstraction of data. Over ten states and many
Medicaid HMO agencies require HEDI S reporting---which merges adminigtrative and clinical data
for specific populations.

Concerns.

In our research of gtates collecting this field, no mgjor concerns wereraised. Complianceto
reporting of thisfield by providers was high and states that currently collect this data € ement with
discharge data reported thet little resistance from their provider community when this field was
added.

Recommended Steps Toward I mplementation

Educate and promote state implementation.
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Priority Data Elements With Unresolved | ssues Needing Further Study

Data Element
External Cause of Injury Code Part 2:
Adver se Effects of Medical Treatment

Recommendation

Toinform nationd and state medical errors discussons, NAHDO recommends the validation
of adverse effect E-codes (E 870-879 and E 930-949.9) in discharge data systems.

NAHDO recommends a so that the PHDSC participate in the Nationa Quality Forum's
Research and Qudity Improvement Council, charged with proposing nationa standards for
measuring and reporting medica errors and quality measures. The PHDSC and NAHDO should
advocate for anationa disclosure framework that provides guidance for public disclosure of
sengtive hedth data for state and local agencies.

Additiondly, NAHDO and the PHDSC should track state reporting initiatives and conduct
case studies to document best practices and chalenges in andyzing and reporting medicd errors
informetion.

Judtification for vaidating and using adverse effect E-Codes

A recent report from the Ingtitute of Medicine (IOM) of the Nationd Academy of Sciences
established a comprehensive strategy for government, industry, consumers and hedth providersto
reduce medica errors. The Quality Interagency Coordination Task Force (QuIC), in its February
2000 report to the President®!, voices support for the development of state-based systems on
preventable, adverse events with public disclosure components that prevent the information from
being used as atool for punitive action by State and locd authorities. The QulC supports an adverse
event mandatory reporting systemsin dl 50 statesin 3 years. Use of existing codes and data
collection mechanigms will facilitete Sate-leve reporting. Requiring adverse event diagnosis codes
(E 870-E879 or E 930-E 949.9) to be reported in the X12N HI diagnosis segment provides a
systemdtic and available mechanism for medica errors reporting.

Adverse medicd event coding, while defined in standards, isin practice a very sendtive
issue. Questions about the validity of the incidence of these events have been raised, with the
presumption that these events are under-reported. The collection and use of these datawill be a
mgor public policy issue over the next few years.

States are beginning to more closely andyze their existing data sources for clues about
adverse medical events and to guide planning for strategies to address thisissue. One gate shared
with NAHDO preliminary gatistics from their Emergency Department database. In this state’ s 1997

81 Qudlity Interagency Coordination Task Force. (February 2000) Doing What Counts for Petient Safety: Federd
Actionsto Reduce Medica Errors and Their Impact. Report to the President.
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Emergency Department database, dmost 30 percent of records contained an adverse event code (in
the range of E 870-879 or E930-E949.9):

E-codein any ICD-9fidd 23.6 percent
E-code in E-code fidd only 19.7 percent

An example of agae s preliminary analysisisincluded below showing the rdaively
congstent percentage of adverse event codes present in inpatient hospita discharge data reporting
over 7 years.

Table5: Adverse Effect Codesin Inpatient Data Set by Year

Year Inpatient Per cent Adver se Effect Codes
Data Collection (E870-879 and E930-949.9)
1992 2.78

1993 2.77

1994 3.23

1995 4.45

1996 493

1997 6.03

1998 4.96

These findings were consstent with another state' s analyss of the incidence of multiple year
adverse effects in inpatient discharge data. ThesE-Codes provide only limited information about this
important issue; it may be useful as a screening or survelllance toal, if the proper disclosure
protections are in place.

Bates (1995) estimated that 28% of adverse drug events were preventable and 42% of life-
threatening and serious adverse drug events were preventable. The definition of adverse drug event
used in the study was an injury resulting from medical intervention related to a drug.?

Lazarou and Corey (1998) estimated the incidence of serious and fatal adverse drug reactions
among hospitdized patients. Estimates were obtained by andyzing prospective studies of adverse
drug reactions in hospitals performed from 1966 to 1996. An adverse drug reaction was defined as
any noxious, unintended, and undesired effect of adrug that occurs at doses used in humans for
prophylaxis, diagnosis, or thergpy and excludes therapeutic failures, accidenta poisoning and drug
abuse. The researches estimated that there were 2.2 million adverse drug reactions and 106,000 fatal
adverse drug reactions among hospitaized patients in 1994 in the United States >

The development of comparative State statistics would enhance our knowledge of adverse
drug effects and the Hedlthcare Cost and Utilization Projects (HCUP) Quadlity Indicatorsis one
mode that has combined and used multi- Sate data sets to evaluate measures of quality and

32 Bates, D.W. “Incidence of Adverse Drug Events and Potential Adverse Drug Events’. (July 5, 1995) JAMA, 274(1),
28-34.

33 L azarou, J, Pomeranz, B.H., Corey, PN. “Incidence of Adverse Drug Reactionsin Hospitalized Patients” JAMA,
279(15) April 15, 1998, 1200-1205.
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utilization and state and regiond variatior™®. 1t may be possible to use statewide hospitaization
databases to produce comparative state Satistics or a national sample of adverse drug effects.

34 National Association of Health Data Organizations. HCUP Qudlity Indicators Online,
www.nahdo.org/ahcpr/main.index.ntm

39



Prioritization of Data Needs for State Encounter NAHDO
Data Sets For Public Health and Research Application

Data Element
Sour ce of Admission

uB92:

“A code to indicate the admitting source for recommending additiona hedlth care servicesto
be provided by afacility. A code to indicate the admitting source for recommending additiona
hedlth care services to be provided by the facility.

Medicare requires the reporting of this code for al inpatient and outpatient claims wheress,
Many other third-party payers do not require the coding of this data eement for inpatient
dams
Recommendation

Expand reporting of Source of Admission to dl payers. Develop abusiness case and forward
comments to the Nationd Uniform Billing Committee (NUBC) and proceed with request to revise
the X12 Standard and Indtitution 837 Implementation Guide in Accordance with State Business
Needs.
Other UB Fiddsfor PHDSC Consideration and Evauation:
Expanded fidds for Admitting Diagnos's

Present Symptom or Complaint
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Data Element
Patient Demographics

Maritd Status

Patient Living Arrangement

Current or Most Recent Occupation or Industry

Petient Functiond Status
Current Practice

Providers do not routinely collect patient demographic information beyond age and gender as
part of the admission process. Thus, most statewide discharge databases based on administrative
(billing) data do not include them as core data elements. Most analyses of demographic variaion in
hedlth status, utilization, and outcome, are based on hedlth surveys that normaly ask respondents
S0ci0-economic background.
Recommendations

NAHDO consders these expanded patient demographic fields to be an open issue for more study.

The PHDSC needs to document the use of these data e ements with discharge data and justify the
reporting burden to suppliers.
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Data Element
Readmission I ndicator

Recommendations
NAHDO does not recommend the collection of readmission indicator from providers.

NAHDO recommends the monitoring of proposed federd privacy regulations and patient identifier
regulations to assure the ability for public hedth and research linkages between mgor hedth data
sets to derive thisindicator.
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Data Element
Do Not Resuscitate

Recommendation
NAHDO invites discussion as to the value of Do Not Resuscitate as a core fidd for discharge
data reporting.

Current Practice

In 1999, NAHDO conducted an inventory of state data collection practices for the Hedlth
Care Utilization Project (HCUP), funded by the Agency for Hedlthcare Research and Quality
(AHRQ). Three states reported they collect DNR as apart of their discharge data reporting
requirements.

Asa CoreData Element: Prosand Cons

Judtification for collection:

One gtate reports that thisfield is a value-added € ement supported by providers. The DNR
field improves the ability to conduct outcome studies by serving as adjustment factor, as it consders
patient preferences when evauating in-hospita mortality.

Concerns.

Another gate has dropped the DNR field, claiming that it was not being used by the provider
community or for health services research or public hedth. Thislack of use made it difficult for
date officids to judtify the provider cost to report thisfield.

Recommended Steps Toward I mplementation

NAHDO we comes a discussion about the utility of this data eement for public hedlth and hedlth
services research.
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Data Element
Gestational Age of Newborn on the Newborn Record

Recommendation

NAHDO invites Consortium discussion about including Gestationd Age as a core data
element in hospital discharge data reporting. Does the value justify the cost to report? Arethere
dternatives and what are these?

Current Practice

One date reports that they collect the Gestationa Age on the newborn discharge data record
(out of 42 responding to the HCUP Partner Inventory, 1999). This state uses the data for birth
outcomes and materna child hedlth evaluations.

Asa Core Data Element: Prosand Cons

This data dement is important to materna and child hedth (Title V performance measures
tied to federa funding) and the Agency for Hedth Care Research and Quality’ s new nationd
database specific to children (0-18 years).

Collection with discharge record may be preferable to linkage. Newborns often do not have
aunigue identifier (such as socid security number), making the linkage between the discharge
record and the newborn record difficult.

Judtification
May be an important data eement for maternal and child research.

Concern
Redundant reporting by providers who report this field on birth certificates.

Recommended Steps Toward I mplementation
Open to further discussion.
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Priority Data Elementsfor Education of State Health Data Agencies

Data Element
Present on Admission Indicator (POA)

Recommendation

NAHDO recommends the education of state hedlth data agencies about the avail ability of
this data dement in the X 12N Implementation Guide as wdll as further sudies on the value of this
data dement to public hedlth and research. Thiswill be key in assuring its retention in future X12N
Implementation Guides.

X12N Implementation Guide

Stuational: C022-09 would only need to be reported to data collectors requiring this
information when C022-01 is“ BF” (Diagnosis Code) and range of diagnosis codes were
NOT given in C022-08.

09 C022-09 is used to identify the diagnosis onset asit relates to the diagnosis reported in
C022-02.

Y= onset occurred prior to admission to the hospital;

N=onset did NOT occur prior to admission to the hospital

U=unknown whether the onset occurred prior to admission to the hospital or not

Current Practice

In 1999, NAHDO conducted an inventory of state data collection practices for the Hedthcare
Cost and Utilization Project (HCUP), funded by the Agency for Hedlthcare Research and Quality
(AHRQ). Two out of 42 states collecting inpatient discharge data reported they collect POA asa
part of their discharge data reporting requirements.

Asa CoreData Element: Prosand Cons

Judtification for collection:

One of the core fields recommended by the Nationd Committee for Vita and Hedth
Satigics (NCVHS) for incluson in the Uniform Hospita Discharge Data Set, thisfidd isused to
digtinguish between admitting diagnoses (conditions present on admission) versus those that
manifested during the hospita Say.

Cdiforniausesthis field to monitor adverse events linked to saffing ratios (survey). Qudity
improvement and outcomes studies can differentiate hospita- acquired diagnoses from those existing
a the time of admisson.

Concerns.
In the two States collecting this field, providers supported its collection and resistance was
limited.
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Recommended Steps Toward I mplementation

NAHDO recommends:

Assurance that thisfield is retained in the next Implementation Guide and that the Public
Hedth Consortium monitor its status

Education of discharge data agencies as to the inclusion of thisfield in the current X12N

implementation guide, the vaue of the field to outcomes studies, and technica support to
enable its collection where needed.
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Data Element
Birthweight of Newborn on the Newborn Record

Recommendation
X12N Implementation Guide Standard includes a birthweight slandard in the Petient segment:

PAT 07: Qudifier, grams
PAT 08: Weight, required for ddivery services

NAHDO recommends education of state data agenciesthat this sandard existsin the X12N
Implementation Guide.

Current Practice

Fifteen out of forty two States that responded to an HCUP Partner inventory (1999) reported
collecting birth weight with the newborn record. This dataeement provides important information
about birth outcomes, including low and very low birthweight deliveries.

Asa CoreData Element: Prosand Cons

Judtification

Over athird of the states dready collect thisement. This data dement isimportant to
materna and child hedth (Title V performance measurestied to federd funding) and the Agency for
Hedlth Care Research and Qudlity’ s new nationd database specific to children (0-18 years).

Collection with discharge record may be preferable to linkage. Newborns often do not have
aunique identifier (such as socid security number), making the linkage between the discharge
record and the newborn record difficult.

Concerns
Redundant reporting by providers who report thisfield on Birth Certificates,

Recommended Steps Toward I mplementation

Encourage states to collect and use this data element as a part of their discharge data
reporting system and continue to document the utility of this eement to materna child hedlth issues.

47



Prioritization of Data Needs for State Encounter NAHDO
Data Sets For Public Health and Research Application

Outpatient Elements

Data Element
Observation Stays

Recommendation
NO RECOMMENDATION. THISISA STATE POLICY ISSUE IMPORTANT TO STATES.
Medicare s definition of obsarvation sarvicesis:

“those services furnished on a hospital’ s premises which are reasonable and necessary to determine
the need for possible admission to the hospital. These servicesinclude the use of a bed and periodic
monitoring by a hospital’ s physician, nuraing, and other staff”.

Current Practice

With the exception of one state (Massachusetts), statewide discharge data systems do not routinely
or intentiondly capture observation stays with inpatient, ambulatory surgicd, or emergency
department reporting.

Asa CoreData Element: Prosand Cons

Judtification for collection:

Patterns of inpatient and non-inpatient care are shifting and little is understood about the
affect of limited stays on patient outcomes, access, or costs. One State has found that the cost-benefit
of additiona data collection to include observation stays may be judtified:

A study of ambulatory senditive conditions done in Massachusetts suggests that recent drops
in inpatient preventable hospitdizations for certain diagnoses (e.g., asthmaand gastroenteritis) my
amply reflect ashit in the setting of care to observation/outpatient rather than better primary care
delivery. Over one-third of observations stays were 24 hours or longer in length (though common
belief was that observations stays were 23 hours or less). Community hospitals were found to
consstently use observation stays at higher rates than teaching hospitals and this finding held across
diagnoses, payer type, and severity of illness.

Concerns:

Littleis known about the impact of observation stays on inpatient and outpatient utilization.
Data collection methodologies may vary and the use of thistype of stay may reflect more the payer
policy than patient health Satus.

Recommended Steps Toward I mplementation
Staesvary in ther ability to expand data collection to nortinpatient settings. As the experience of

dates currently collecting these stays increase, more states will consider expanded data collection.
(Additiond literature review, Medicare findings would help make the case for state collection).
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Data Element
Patient Consent HL7 Codein X12 Claim Data File

Recommendation

NAHDO recommends that a patient consent/protection indicator be included in the core data
st proposed by the Public Health Consortium as a Situational data element. We further recommend
adopting thisindicator in the HL7 coding standard:

Labe of the Data Element (see HL7 2.3.1):
Protection indicator (PD1 3.3.9. 12, ID-1, Optiona) 00744
Definition

Thisfield identifies whether access to information about this person should be kept from users who
do not have adequate authority for the patient.

Thisfidd will be used by immunization regigtries to indicate whether or not consent has been given
(or assumed) for record sharing.

Vaues,

1) Null - designated by " ", indicates that patient/guardian has not yet been asked to give consent to
share or has not responded;

2) Y - shaing isdlowed (patient has given consent or consent isimplied)

3) N - sharing is not dlowed (patient has refused consent).

Current Practice

Immunization registries in severd states have received billing/clam datato populate their registries.
Since HIPAA requires patient consent for sharing medical records and the ANSI X12 837 standards
do not include a patient consent field, patient consent has been handled manually in dinicsand at the
registries when immunization data are trandferred through an EDI clearinghouse.

As Core Data Element: Prosand Cons

Electronic recording and transferring patient consent will sgnificantly reduce the burden (time and
resource) for providers and public hedth personnd and assure the authorized release and sharing of
confidentid information. However, considerable resources are a so needed to design thisfield and
reprogram it into the current X12 EDI format.
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Recommended Steps Toward I mplementation:

To design the field and vaues according to the HIPAA's requirements and existent slandards such as
HL7. The patient consent field should be able to digtinguish various Stuations beyond

immunization, such as communicable disease, physica, and menta hedlth information. Withdraw of

a consent should be able to record with adate of the withdrawal .

To educate hedlth care providers, data suppliers, and EDI vendors on the HIPAA's requirements on
patient consent to encourage them to collect and store the consents locally.

The development of the standard of the patient consent should be cong stent with the coming
revisons of the X12 and HL7 standards.

To collaborate with the X12 and HL 7 nationd committees to integrate the consent information into
their new relesses.
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APPENDICES

APPENDI X A: Matrix of Institutional and Professional Transaction Priorities

NAHDO
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PRIORITIZATION OF DATA NEEDSFOR STATE ENCOUNTER DATA SETSFOR PUBLIC HEALTH AND RESEARCH APPLICATIONS
NATIONAL ASSOCIATION OF HEALTH DATA ORGANIZATIONS

SUMMARY MATRIX OF INSTITUTIONAL TRANSACTION RECOMMENDATIONS
December 29, 2000

NUMBER CORE
STATE FIELD STATES NCVHS | NATIONAL DEFINITION(S) NAHDO JUSTIFICATION IMPLEMENTATION
(in order of priority | COLLECT DIE? RECOMMENDATION STATUS
recommendation) -ING Y/N
Priority Data Elements for HIPAA National Standards Process
Externd Cause of 38/42 Y ICD-9-CM defines codes for Add one additional Discharge dataare an Forward request to
Injury Coding externa cause of aninjury, fidd tothe 837 X12N important source of state and X12N 837
(Reporting Protocol) poisoning, or adverse effect: HI Segment: nationa surveillance Workgroup
Part 1. “Cause of information.
Injury” Principal diagnosis of HI 04, situationdl if 03
injury/poisoning is used, then 04 must E-coding offers aframework
Other injury, poisoning or contain “Place of for the systematic collection of
adverse effect directly related Injury”. popul ation-based informeation
to the principa diagnosis 0n occurrence, outcome, costs
Other diagnosiswith an Further study to of medical treatment.
externd caue identify optimal number
of additional E-codes Primary Ecode linked to
X12N HI Segment, with each patient occurrence code important for
Implementation Guide, version record injury surveillance, domestic
4010: violence, workplace injury,
assaults
Diagnosis segment:
HI 01, required: principa
diagnosis
HI 02, required: admitting
diagnosis

HI 03, required: primary Externd
Cause of Injury code

Additiond E-codeslocated in
diagnosisfidds
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NAHDO

NUMBER CORE
STATE FIELD STATES NCVHS | NATIONAL DEFINITION(S) NAHDO JUSTIFICATION IMPLEMENTATION
(inorder of priority | COLLECT DIE? RECOMMENDATION STATUS
recommendation) -ING '
Y/N
Sourceof Payment | 40140 Y UB92--Payer Identification (FL 50) | 0 Public healith researchers, Typology proposed
(Payer Field) (levdl of - There are three lines to identify ) . rogram planners, and poli for review and
_ primary and secondary payers, the | implementation of program planners &y
detgl data element requiresthe reporting of | Payer Typology in makers recognizeinsurance comment through
varies) the name and then, if required, the | 1w S0 a0 Stetus as an important source December 31, 2000
identifying payer number assigned by - of variationin disease
the payer organization. release practice. prevaence, hedth care
utilization rates and outcomes,
X12N Payer Typesin SBR 09: Evauate need for and consequently of health
T gda:_t?;y Certification indusion in X12N igrgfeg;:‘lgl&w
11 Other Non-Federal Program 837 after release of | hegith carewill cortinueto be
12 Preferred Provider Organization Payer ID find animportant area of inquiry.
(PPO) rules.

13 Paint of Service (POS)

14 Exclusive Provider Organization
(EPO)

15 Indemnity Insurance

16 Health Maintenance Organization
(HMO) Medicare Risk

AM Automobile Medical

BL Blue Cross/Blue Shield

CH Champus

Cl Commercial Insurance

DS Disahility

HM Health Maintenance Organization
LI Liability

LM Liability Medical

MB Medicare Part B

MC Medicaid

X12N SBR 09 Payer Types
continued:

OF Other Federal Prog.

TV TitleV

VA Veteran Administration Plan
WC Workers' Comp. Health Claim
ZZ Mutually Defined

Adding consistency to how the
payer information is coded
providesfor more exacting

and detalled andyses—
important in adynamic hedth
care environment in which
accountability, purchasing,

and performance concernsare
growing.
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NUMBER CORE
STATE FIELD STATES NCVHS | NATIONAL DEFINITION(S) NAHDO JUSTIFICATION IMPLEMENTATION
(inorder of priority | COLLECT DIE? RECOMMENDATION STATUS
recommendation) -ING '
Y/N

County Code 13/33 X12N Standard: Collection: Geocoding is an important Proceed to X12N

(NAHDO N4 segment: component of discharge data Workgroup

1998) DE 309 Location Qudlifier INCLUDE IN X12N goplications, providing

DE 310 Location ID

Federd Information Processing
Standards (FIPS) codes:
Standardized systems of numeric
and/or aphabetic coding issued by
the Nationa Inditute of Standards
and Technology (NIST), for use
by the Federd Government and
others. Severd sriesof FIPS
identify standard geographic codes
for States, counties, metropolitan
aress, congressiond digtricts,
foreign geographic entities, and
named populated and related locd
and nationdl entities.

IMPLEMENTATION
GUIDE:

Reporting of loca
county codes (code
vaue CO) and FIPS
codes (code vadue FI)
with County value or
text fidd in the X12N
standard format.

Disclosure:

PHDSC should play a
key roleinthe
NAHDO/NAPHSIS
project to establish
consensusand a
nationd framework for
therelease of public
health statistics.

information for community
assesament, market studies,
and andl areavaridion
anayses.
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NUMBER CORE
STATE FIELD STATES NCVHS | NATIONAL DEFINITION(S) NAHDO JUSTIFICATION IMPLEMENTATION
(inorder of priority | COLLECT DIE? RECOMMENDATION STATUS
recommendation) -ING Y/N
Race and Ethnicity 27142 Y DM G 05 Condition statement: Used | Stateimplementation Race/ethnicity data collection PHDSC consensus

when reporting patient race or ethnicity isessentid to measuring and obtained

with _health care claim or encounter narrowing racid disparaitiesin

datais requwed by state or f_ederal_ law heslth, improving minority X12N 837

or regulation or when reporting th's population health status—a Ingtitutional

data on avoluntary basisis permitted mejor public heslth goal (HP Workgroup approved

by state and federal law or regulation.

DMG 10 usage “situational. Add a
data element notethat refersto the
codes sour ce, the same code source
as REC references (OMB
classifications)

DMG 11 situational (collection
method code)

REC Codes set includes:

5 races.

American Indicator or Alaska Native

Asian

Black or African American

Native Hawaiian or Other Pacific
Idlander

White

Multiple Ethnicities permitted:

Ethnicity:
Hispanic or Latino

Not Hisptanic or Latino

2010, Task Force on Black
Minority Heslth, 1985)

27142 states collecting
race/ethnicity and those with
complete dataare able to
conduct sub-group studies.
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NUMBER CORE
STATE FIELD STATES NCVHS | NATIONAL DEFINITION(S) NAHDO JUSTIFICATION IMPLEMENTATION
(inorder of priority | COLLECT DIE? RECOMMENDATION STATUS
recommendation) -ING Y/N
Mother's Medica 542 N X12N 837 Indtitutional Standard State implementation Facilitates the linkage of PHDSC consensus
Record Number materna and newborn hospital obtained
(MMRN) on REFO1 stays—important for assessing
Newborn Record REF02 DE 127 MMRN birth outcomes, utilization, X12N 837
and cost issues. Workgroup approved

Stuationd:

Used to identify the MMRN when Mot states require measures

mandated by state or federa for MCH Title V Block Grant

reporting requirements or when reporting and Medicaid and

required for payer processing public hedth child and

maternd hedlth initiatives.
Priority Data Elements for Further Research and Future Action
Externd Cause of Y ICD-9-CM: Collection: States will be charged with Further study and
Injury Reporting: More study needed, addressing medica errorsas vaidation
Part 2 E 870-E879 or many unresolved issues an emerging public policy
Recommendation E 930-E 9499 iSsues.
Vdidaion sudies
Expand E-coding to needed Stateswill benefit froma
indudeAdverse nationdal disclosure framework
Effect of Medica Disclosure: to guide locdl rdeese policies
Trestment NAHDO and PHDSC to
advocate for anationa

disclosure framework in
nationd initiatives (e.g.
Nationa Quadlity Forum)

57




Prioritization of Data Needs for State Encounter

Data Sets For Public Health and Research Application

NAHDO

NUMBER CORE
STATE FIELD STATES NCVHS | NATIONAL DEFINITION(S) NAHDO JUSTIFICATION IMPLEMENTATION
(inorder of priority | COLLECT DIE? RECOMMENDATION STATUS
recommendation) -ING Y/N
Source of 42/42 uB92: Provide PHDSC Important to severity For PHDSC
Admission acodeto indicate the admitting comment to NUBC for adjustment methodologies, discussion.
sourcefor recommending inclusonin UB02 distinguishing sub-groups of
additiond hedlth care sarvicesto patientsand isolate patient
be provided by the facility. factorsin outcomes and
utilizetion studies
Medicare requires the reporting of
this code for al inpatient and Most states use thisfield in
outpatient cdlaims wheress, many current practice for non-
other third-party payers do not Medicare patients.
require the coding of thisdata
element for inpatient claims.
Other UB fiddsfor
Discussion:
Expanded fiddsfor
Admitting
Diagnoss
Presenting
Symptom or
Complaint
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NAHDO

STATE FIELD
(in order of priority
recommendation)

NUMBER
STATES
COLLECT
-ING

CORE
NCVHS
D/E?
Y/N

NATIONAL DEFINITION(S)

NAHDO
RECOMMENDATION

JUSTIFICATION

IMPLEMENTATION
STATUS

Patient Marita
Status

Patient living
arangement

142

133
(NAHDO
99)

Y

X12N DMG 04 1067: Marita
Status Code, not used:
Married

Never married

Widowed/not remarried
Divorced/not remarried

Seperated legaly

Openissue, need more
study to identify proxy
dataelements (eg
Petient’ s Relationship to
Subscriber in X12N

DM G-5) and the vaue of
marital statusto public
hedth and research.

Other X12N Standard—
Petient’s Relationship to
Subscriber: DMG5:
01-Spouse
04-Grandparent
05-Grandchild
06-Nephew/Niece
10-Foster Child

15-Ward

17-Stepchild

19-Child

20-Employee
21-Unknown
22-Handicapped Dependent
23-Sponsored Dependent
24-Dependent of a Minor
Depend.

29-Significant Other
32-Mother

33-Father
36-Emancipated Minor
39-Organ Donor
40-Cadaver Donor
41-Injured Plaintiff
43-Child where Insured has
no responsibility

53-Life Partner
G8-Other Relationship

Provides important
information about the
patient’s socia support
system—predictive of
current and future hedlth
datus. Unresolved issues
with its collection by
providers when patient is
admitted.

Further sudy
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NUMBER CORE
STATE FIELD STATES NCVHS | NATIONAL DEFINITION(S) NAHDO JUSTIFICATION IMPLEMENTATION
(inorder of priority | COLLECT DIE? RECOMMENDATION STATUS
recommendation) -ING Y/N
Patient Functional 1/42 Y NCVHS: Open issue, more study Is discharge data the best Further study
Status Sdf-reported health status: needed mechanism for collecting this
Excdlent information and does the
Very Good systematic collection have proven
Good value?
Fair
Poor
2/42 Y
Do Not Resuscitate May be reported as “value code” by Open issue—no Prehospital care and patient Further study
(DNR) some states recommendation preferences are important factors
to isolate when conducting
outcomes studies. State
experiencein collecting thisfield
islimited and validity is an issue.
Collection: Providers reporting the discharge
Readmission Indicator | Unknown No national standard definition States should include a record may not be aware of a Monitor national

unique patient identifier
with discharge data
collection accompanied
with strong privacy and
security provisions, data
sharing agreements to link

with other mgjor health data

sets to derive thisindicator

Disclosure:

Respond to privacy and
other HIPAA final
regulations to assure
preservation of public
heslth linkages/integration.

previous admission. With a
unigque and stable identifier that
spans providers and payers, the
state agency can identify
duplicate and repeat admissions.

privacy regulations and
patient identifier
regulations.
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NUMBER CORE
STATE FIELD STATES NCVHS | NATIONAL DEFINITION(S) NAHDO JUSTIFICATION IMPLEMENTATION
(inorder of priority | COLLECT DIE? RECOMMENDATION STATUS
recommendation) -ING Y/N
Gedationad Ageon 142 Y Birth Certificate fidd. Openissue—no Encourage data Further study to
Newborn record recommendation integration/linkage policies determine benfit of
Date of maternd LMPon using unique patient identifier. collection versus
Professond 837 Addsvaueto discharge data adding this element
for materna-child hedith through linkage
programs. Payers benefit with
thisinformation for quality,
case manegement,
reimbursement purposes.
Observation days 142 N None State policy issue—no Obsarvation vidtsincreasing Further study to
recommendation as aproportion of inpatient encourage expansion
visits (Massachusetts). of satedata
collectiontoinclude
non-inpatient data
including observation
stays
Patient Consent Forwarded Studiond: Immunization OPEN DISCUSSION, Thisfield may be used by Further study and
Feldfor by encounters: NO RECOMMENDA- immunization regigtriesto assessment of
Immunizetion Regigtry HL72.3.1: Protection indicator TION AT THISTIME indicate whether or not Privecy Regulation
Encounters Saffinl (PD13.39. 12, ID-1, Optional) congent has been given (or implementation
state 00744 assumed) for record sharing. issues around patient
(For Professiona consent
837 outpatient | dentified whether accessto
records) information about this person
should be kept from userswho do
not have adequate authority for
the patient.
Null=patient/guardian not asked
or has not responded
Y-sharingis dlowed (consent
given or implied)
N=sharing is not alowed (patient
has refused consent)
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NUMBER
STATE FIELD STATES
(inorder of priority | COLLECT
recommendation) -ING

CORE
NCVHS
D/E?
Y/N

NATIONAL DEFINITION(S)

NAHDO
RECOMMENDATION

JUSTIFICATION

IMPLEMENTATION
STATUS

EDUCATION OF STATE HEALTH DATA AGENCIES TO PROMOTE A

DOPTION IN STATE P

RACTICE

Mothers Medica Record Number on

Newborn Record

See MMRN above

Race and Ethnicity of Petient See Race/Ethnicity Above
Source of Payment Typology See Source of Pmt Above
Y
Birthweight of 1/42 PAT 07: Qudifier, grams State implementation Important to materna-child No DSMO action.
PAT 08: Weight required for hedlth programs and research.
Newhborn/newbor delivery services Linkage of discharge and vita
n record records data not always
possible.
Present on 2/42 Y X 12N Situationd: State Documented by states X12N
Admisson Used to identify the Implementation. using thisfidd thet this Stuationa—no
Indicator diagnosis onset asit relates an important field for nationd DSMO
to the diagnosis. Evduation of quality improvement, action
Y =indicates that the onset interplay of this patient severity
occurred prior to admission field with adjustment, to digtinguish
to the hospitd; presenting/admittin admitting and discharge
N=indicates that onset did g diagnogsfidd. diagnoses. Isused to
not occur prior to admisson monitor adverse event

to the hospital
U=indicates that is unknown

linked to gaffing mix in
hospitals. Little provider
resistance has been
documented in 2 Sates
where thisfidd has been
added.
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NUMBER
STATE FIELD STATES
(inorder of priority | COLLECT
recommendation) -ING

CORE
NCVHS
D/E?
Y/N

NATIONAL DEFINITION(S)

NAHDO
RECOMMENDATION

JUSTIFICATION

IMPLEMENTATION
STATUS

PHDSC ACTION

DETERMINED FOLLOWING THE RELEASE OF FINAL FEDERAL REGULATIONS

PAYERID 42/42 Y Pending find regulations for Payer Openissue Asaure that numbering system Pending rlease of
(HCUP) Identifier mests public heath and fina regulations
research needs
Unique Petient 17/33 Y Pending find regulations for Monitor fina privacy “Egtablish of aunique Pending privacy
Identifier (NAHDO Patient | dentifier—States adopting regulationsto assure identifer is the most important regulations—assure
98) own methodologies ranging from discharge data practices coreitem” (NCVHS) preservation of
patient Socia Security Number to preserved ability to link patient
encrypted identifer derived from To leverage linkage with other recordsusing
multiple patient demographic major health data sets (when identifiers.
fidds. appropriate and permitted by
state law with strict security
and privecy protections). To
identify and track episodes of
care, quality, and outcomes
evauation.
Medicaid Provider 27/33 Y National Provider Identifier Open issue-—- Collection: . Pending rdlesse of
| dentifier Number States Number pending nationdl system Physician profiling provides | fing regulations
(NAHDO Recommend state important |nformat|<;rI;_1;9r quality
%) collection of physician assessment, accountability,
) . consumer information. States
identifier have difficulty collecting
accurate, stable numbers. Not al
Assess and respond to physicians have Unique Physician
nationa regulations Identifier Numbers (UPIN).
when find to assure the
system meets public Discl osureij See Ad\é;ssgéfect
recommendations—
helthresearch needs should actively be involved in
establishing a national framework
for the release of sengitive health
information
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TO STATE DISCHARGE DATA CONTACT:

The Nationd Association of Health Data Organizations (NAHDO) is conducting a study for the
Centers for Disease Control and Prevention’s National Center for Hedth Statistics. This study’s
purpose isto evauate the collection and use of state fields by state hedth discharge data agencies.

NAHDO is callecting information about the data standards:

How your agency defines the data eement(s) of interest

When (and how) you firgt collected the data dement(s) of interest
Compliance to reporting by data suppliers

The vaue of the data eement(s) and how used---for policy making, qudity or public hedth
improvement.

Attached is a questionnaire for each dataeement. NAHDO has identified the following State fields
you collect with your discharge data (x=your state collectsthisfield). Cross out those that you do
not collect and add any others we might have missed.

Present on admission indicator
Readmisson indicator

30-day mortdity indicator

Mothers Medical Record Number
Birthweight on newborn record
Gestationd age, newborn record
Pdient name

Petient’ s educationd status

Petient’s functiond satus

Petient’s marital satus

EMS run number

Admisson/time hour on outpatient data
Discharge time/hour on outpatient data
Do Not Resuscitate (DNR) order

Other nont-billing/state fields your agency collects.

(please complete a questionnaire for each field).
We are not picky about penmanship but we do appreciate atimely response.
Pleasefill aform out for each of the data dements and fax it back to NAHDO:

801.587-9125 or email responses to Denise Love (dlove@nahdo.org)

Thanksin advance for your assstance. The information you provide will be used in aPublic Hedlth
Consortium Planning document.
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HIPAA DATA STANDARDS FOR STATEWIDE ENCOUNTER DATA SETS
NAHDO DATA ELEMENT QUESTIONNAIRE

DATA ELEMENT(S) TO BE EVALUATED:
COLLECTION:
How does your state currently define:

Y ear firgt reporting of these data € ements were required with encounter data submission:

Y ear these data dements were fird received with encounter data submission:;

Compliance first year of submisson (gpproximate percentage)
Current Compliance

Main reasons given by data suppliers for non-compliance to this reporting requirement or request:
(legal, technical, cost, don't collect, etc.)

What was the main impetus behind the addition of these data e ementsin the submisson
requirements/specifications?

What were the reasons for supporting the acquisition of these data e ements at the time?

Who resisted the requirement or request to obtain these data eements? (data suppliers/providers?
Community advocates?)

What were the reasons given at the time?

How was the data reporting requirement communicated to data suppliers (check al that apply):

By datute By adminidrative rule/regulation
Other: Edit protocol s'feedback

If data eement(s) are submitted on avoluntary basis, how was this communicated to data suppliers?
USE:

Who uses the data e ement(s) and how?

What initiatives do you have NOW that you would not have without these data € ements?

Edgtimated number of people affected by collecting the data e ement(s)
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APPENDIX C: PHDSC Workgroup Participants

NAHDO
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NAHDO

PHDSC E-Codes Work Group Listing

Andye Zach azach@OSHPD.STATE.CA.US
Anne Elixhauser adixhau@AHRQ.GOV

Arturo Coto Arturo.Coto@HHSS.STATE.NE.US
Carl Spurlock cwspurl @POP.UKY .EDU
DeniseLove dlove@NAHDO.ORG

Donna Pickett dfp4@CDC.GOV

Hetty Khan hdk1@CDC.GOV

Hetty Khan HettyKhan@AOL.COM

Jason Goldwater JGoldwater @HCFA.GOV
Marjorie Greenberg msgl@CDC.GOV

Mary Semon mMasO6@HEALTH.STATE.NY.US
Mel Kohn melvin.akohn@STATE.OR.US
Michdle Williamson zup9@CDC.GOV

Sharon Sprenger ssprenger @JCAHO.ORG

Shereen Brynildsen db05@HEALTH.STATE.NY.US
Suzie Burke-Bebee NCHS zxj6@CDC.GOV

Water Suarez walter.suarez@MHDI.ORG

PHDSC Education Work Group Listing

Alana Knudson-Buresh

aknudson-buresh@ASTHO.ORG

Alexandria Deep alexandria.deep@L EWIN.COM
Anne Blixhauser adixhau@AHRQ.GOV

AnneYang anneyang@LEWIN.COM
Barbara Rudolph barb_rudolph@CHSRA.WISC.EDU
Bob Davis rad0OL@HEALTH.STATE.NY.US
Caroline Steinberg caroline.steinberg@L EWIN.COM
Chrigtina Andrews christina.andrews@L EWIN.COM
DeniseLove dlove@NAHDO.ORG

Doug Drabkowski ddrabkowski @APHL.ORG

Elliot Stone estone@MAHEALTHDATA.ORG
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